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Benar’s standardized technical procedures for 


the manufacture of pharmaceuticals are well 
defined. Exacting assay methods insure safety 
and dependability of medication. 

Outstanding excellence in the production of 
medicinals, however, is the product of something 
more. It derives from a certain aptness—an 


intimate “know-how”—acquired through years 


of experience with the problems peculiar to this 


highly specialized science 


Wyeth, today, is deeply grateful for the rich 


endowment of experience which is its heritage. 
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" TuHIs annual address, organized by action of 

the House of Delegates of the Michigan State 
Medical Society in 1934, was given the name of 
that outstanding advocate of postgraduate train- 
ing, Dr. Andrew P. Biddle, and was designed 
to present various aspects of this most important 
department of our professional work. 


It was the hope of your essayist, when hon- 
ored with the invitation to deliver this oration, 
that he might offer certain suggestions of his 
own as to ways and means of furthering the 
‘ontinuity of medical training after the under- 
graduate years, and like matters. 


fast. In months, nay 
veeks, such profound changes are taking place in 
the relation of medicine to governmental agen- 
‘ies that it seems futile to plan and dream of a 


But events move too 





*The Biddle Oration, General Assembly, Seventy-eighth An- 
nual Session of the Michigan State Medical Society, Wednes- 
day evening, September 22, 1943, at Detroit. 
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great coordinated system of residencies and fel- 
lowships supplemented by local courses wherein 
groups of practitioners might receive instruction 
in the various departments of our profession. 


If one surveys the world scene of today with 
an unprejudiced and detached viewpoint, it seems 
clear that even amid the turmoil and strife of 
global war, a great impulse is sweeping mankind ; 
a craving for personal security at any cost; a 
willingness on the part of whole populations to 
submit, indeed, to seek, regimentation and to re- 
linquish personal liberty of action if only they 
may have some promise of safety “from womb 
to tomb.” 


Perhaps life has grown too’ complex, perhaps 
the machine age which was to have made men 
free, has in truth enslaved them until, dazed 
by the effort to find a way of life amid the con- 
fusion, with initiative and daring supplanted by 
fear and anxiety, they turn to some all-power- 
ful force, too often that cold and enervating 
thing called “The State” to lead them to safety 
and security, upon the promise of which they 
cheerfully yield up their personal liberties. 


We have heard much of “four freedoms” for 
which we must strive but nothing at all about 
the only freedom which possesses any real sig- 
nificance—the freedom to be free. To gamble 
with life, to set oneself against the world, to face 
poverty and privation if it be in the effort to 
attain the goal one has set; to win or to go down 
in defeat and rise again to try again; this is the 
freedom that makes men, men. 

In these sad times of ours that very noble 
term “rugged individualist” has come to be used 
as a contemptuous epithet rather than an acco- 
lade. However, no matter how one may lament 
or denounce, the fact remains that all over the 
world even as in these United States, there is 
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clamor and demand for security en masse re- 
gardless of the sacrifice of individual liberties. 
It is this tendency which leads to the rapid 
growth of socialization in all of its protean mani- 
festations and which is developing so strongly 
in our profession. 


The citadel of free and individual medicine, 
with its age-old principle that in any matter of 
illness only two parties are directly concerned, 
the patient and the doctor, the community be- 
ing involved only in the event of contagious 
disease and even then no more than is suffi- 
cient to prevent the spreading of contagion, has 
been attacked for a number of years but the 
siege has been pushed even more vigorously in 
the past few years. 

The surveys and recommendations of several 
Foundations, the report of the Committee upon 
the Costs of Medical Care and many other ef- 
forts to alter the status of the physician and his 
relation to the public, are familiar to all. 

With the advent of the war and the over-all 
regimentation of national resources and skills 
made necessary for a successful outcome of the 
conflict, State control of the medical profession 
has been expedited enormously. 


It will be of interest to both physicians and the lay 
public to know that medical education has now been 
completely taken over by the Army and Navy of the 
United States: From now on all men entering medical 
school or the two premedical years of education, if 
they have successfully passed the examination given 
by the Army and Navy, will become enlisted men in 
the Army and Navy. They will be in uniform during 
their period of medical education, their tuition will 
be paid by the Government, their board and lodging 
will be paid, and they will receive $50.00 a month. 
This is a radical departure from the plan of private 
financial responsibility for medical education. It is 
the plan which has been thought necessary by the War 
Manpower Commission to be certain that an adequate 
number of doctors, dentists and veterinarians are 
trained and available for the armed forces and the 
civilian population.t 


The content of the teaching has not as yet 
been involved, but the length of courses, who 
may enter medical schools, the direction of their 
time while engaged in the study of medicine are 
all dictated by these officers. 

In connection with the War Manpower Com- 
mission, the length of internship is regulated, as 
is that of residencies and fellowships and in the 





+Frank H. Lahey, M.D., Bulletin American College of Sur- 
geons, June 1943, p. 169. 
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latter two, the nature of the subjects studied are 
fixed. For example: procurement and assign- 
ment states that physicians who hold reserve com- 
missions shall not be approved for residencies in 
pediatrics or obstetrics and gynecology, these 
services being reserved for physicians ineligible 
for military service, excepting when in the de- 
cision of the State Procurement and Assignment 
Officer, exception should be made.* 

The enormous wisdom of this latter ruling 
will not manifest itself for some time. In the 
event of a long war and a protracted period of 
rehabilitation in Europe, during which we will 
obviously need to maintain a large army in ac- 
tive service, the inevitable breakdown in the so- 
painfully built-up standards of maternal and child 
welfare, this due to the lack of trained physicians 
to supervise the program and the forced cessation 
of graduate training along these lines, will abun- 
dantly demonstrate the far-sighted intelligence 
of this directive. The nursing profession has 
also been taken over by the armed services and 
there are some activities already visible which 
may portend governmental management of hos- 
pitals in the near future. 

Should the Wagner-Murray act become law, 
medicine will immediately be under complete gov- 
ernment control for all practical purposes. Al- 
though the act as written provides medical serv- 
ice only for persons earning $3,000 or less an- 
nually, one can imagine how long it will be be- 
fore those in higher income brackets will demand 
and receive such services. The details of this 
sweeping legislation are so well known to medi- 
cal men that discussion of its provisions is un- 
necessary here. 

The hospitals too, are in a precarious state. 
Their intern and resident policies are already 
decided for them; it has been arranged that the 
wives of enlisted service men requiring mater- 
nity care may enter hospitals as ward patients 
with a prescribed rate of payment (whether or 
not many of these women could have paid for 
semiprivate accommodations), and that other 
plans are in preparation for the controlled care 
of ill persons there can be little doubt. 

In many sections of the country, notably the 
Eastern Seaboard, most hospitals exist by the 
generosity of private charity. Some of them re- 
ceive financial aid from the State, as in Pennsyl- 





*Report and Recommendation, Committee on Hospitals, Pro- 
curement and Assignment Service, New York, February 23, 
1943. 
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vania, some are able to carry on by reason of 
their large percentage of private patients whose 
fees maintain the institution, but by and large, 
private donations and bequests, endowed rooms, 
beds, etc., are the chief support of most of these 
institutions. 

With taxes not only remaining high but rapidly 
becoming much greater, as a result of our un- 
believable expenditure in the War Effort and 
other matters, gifts for charitable purposes will 
dry up at the source. The large bequests and 
grants which have been the very essential of 
hospital maintenance will, of necessity, disappear, 
so that boards of managers will be driven to ac- 
cept financial aid from’ the government and the 
inevitable federal control must follow. 

It may be that when the tumult and the shout- 
ing dies, the practice of medicine may be re- 
turned to private hands, the schools resuming 
their original controls and the hospitals being 
relieved of all bureaucratic interferences. This 
is an eventuality to be devoutly desired but sure- 
ly only a confirmed optimist can discern any evi- 
dence of such movement in the light of the public 
and governmental philosophy of today. It is 
far more probable that since the agencies con- 
trolling medicine are constantly tightening their 
grip, the medical students who now are unac- 
customed to the ordering of their personal plans 
will have become habituated to regimentation. 


Older members of faculties who know only the 
old ways will have been retired or dead and 
their young replacements will consist of men 
who. have never experienced any uncontrolled 
student or graduate life. 


Trustees, finding no ready means of replenish- 
ing the empty coffers of their schools, will be 
happy to continue under government patronage, 
and like the faculties, the complexion of these 
bodies will have been much altered. So, it seems 
that unless there be a sharp reversal in the 
trend of public thinking it is at least a fair spec- 
ulation that medicine will not soon be restored to 
private domination. 


The commander of an army may anticipate vic- 
tory but always is mindful of the fact that defeat 
may come and if he be a resourceful leader, he 
makes plans for delaying action, for retreat and 
lest the worst should befall, he is prepared to of- 
fer such terms as will secure to his forces the ut- 
most salvage possible after surrender. Organ- 
ized medicine may have prepared plans with 
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which to meet more and greater onslaughts on 
the private enterprise of the profession but if 
so they have not been presented or discussed in 
any concrete form. 

All of the attacks upon the present system 
have been met by our general staff with denial 
of their validity, reports and surveys have been 
declared biased and untrue and the only conces- 
sions we have made have been in approving of 
group hospitalization organizations and of caring 
for the sick poor by arranging for the payment 
of extremely low fees, by municipalities or states 
through county medical societies. Such schemes 
are really only delaying actions and neither pro- 
vide a good line of retreat, nor do they even 
suggest strong defensive measures. 

Let us, for the sake of argument, agree that 
State medicine, socialized medicine, centralized 
medicine, call it what you will, is upon us. If 
so, how shall it be organized? Is there any work- 
able plan which will meet with the national de- 
mand for complete state control and yet be of 
the greatest mutual benefit to patient, community 
and doctor? 

We, of organized medicine, have been imbued 
with the dread of socialization. We have seen 
the destruction of the patient-physician relation- 
ship (one of the most overrated concepts imag- 
inable). We have deplored the loss of free en- 
terprise and the incentive to do good work. 
Whether these direful forebodings are justified is 
quite a question and it may even be that the 
profession and the public will find itself in bet- 
ter care under State Medicine than before. 


Though we may be loath to admit it, so- 
cialized medicine has much in its favor. Many 
of the objections to the present system are true. 
The quality of medical care is quite variable in 
different areas in the United States, it is unde- 
niable that the low-income group either accept 
charity or cannot pay the expenses demanded 
by modern diagnostic methods. These weak- 
nesses of the existing scheme of things might be 
expanded indefinitely but they are matters of 
common knowledge and discussion in and out 
of the profession. 


There are two basically differing concepts un- 
der which State medicine may operate. 


The first is to develop and extend the methods 
we have been trying out in order to satisfy the 
demand for socialization without yielding our 
position of independence. These methods include 
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a widening of hospitalization benefits, extension 
of the care of the indigent by arrangement as to 
fees made with state welfare bodies and the like 
and other similar expedients. None of these 
satisfies the proponents of socialized medicine; 
neither do they solve the problem but only add 
to its perplexities by the introduction of third 
parties such as the hospital associations, and by 
the detailed and trifling bookkeeping required to 
justify payment for the care of the poor. 


Most important, though rarely mentioned in 
the consideration of methods of semisocialized 
medicine, none of these plans suggests any im- 
provement in the condition of the doctor. He 
will become involved in a maze of reports, state- 
ments and explanations, all in triplicate. His 
hours of work remain as long and irregular as 
before; his income is decreased rather than in- 
creased ; no provision is made ‘for his protection 
against illness or old age and, as usual, should 
he require rest and relaxation, his income ceases 
for the period of his absence. In short the doc- 
tor himself remains as ever, the forgotten man. 

Furthermore, the extension of state payments 
for services rendered will inevitably lead to the 
injection of politics into the scheme. Lay ad- 
ministrators, supervisors and clerks must be ap- 
pointed by the party in power, with all the evils 
attendant upon such designs. This particular 
variety of socialization of our profession cer- 
tainly offers little to recommend it and much to 
condemn it. 

The alternative plan is for government to take 
over the healing art in toto. This is a tremendous- 
ly radical suggestion, which would require a 
complete reversal of the present ideals of medical 
service. Even if adopted, it would probably be 
a long period of transition from the old to the 
new until a new generation accepted it entirely. 
It is suggested for the purpose of bringing out 
discussion. 

Let us visualize a completely federalized plan 
for medicine and consider what might happen if 
the care of public health were completely and 
absolutely made a function of government. If 
this were done the system would operate about 
as follows: 

Appropriate legislation having been enacted, 
the President of the United States would ap- 
point to his cabinet a Secretary of Health. The 
first incumbent would be selected from among 


878 





POSTWAR MEDICINE—SCHUMANN 


those persons recommended for the office by the 
American Medical Association. 

The Secretary of Health would then appoint 
a series of directors, one for Medical Educa- 
tion, one for Hospitals, one for Civilian Prac- 
tice, one for Epidemiology and so on. From these 
directors would stem subordinate groups until 
the field was fully covered. The system would 
work along lines similar to the Army and Navy 
with a secretary in the cabinet as head, a chief 
of staff and so on. This organization would take 
over every medical school and every hospital in 
the country. 

Persons desiring to enter the field of medi- 
cine would do so, understanding that from the 
moment of their acceptance as students until 
their retirement for age or disability, they would 
be salaried officers of the Government and subject 
to the orders of their superior officers and the 
regulation of the National Department of Health. 

These prospective students would appear be- 
fore boards of doctors at various points and 
after evaluation of their capabilities and prelim- 
inary education, those accepted would be assigned 
to medical schools as student medical officers on 
a salary and with tuition and maintenance sup- 
plied. Now leaving the students for a moment, 
let us turn to the medical schools themselves. 


It is understood that they are government- 
owned, -staffed and -directed and that the de- 
gree of Doctor of Medicine offered upon the 
completion of the course is uniform throughout 
the United States. 


In the various schools themselves, all teach- 
ing of the basic sciences would be abandoned at 
once. Instead there would be established in sev- 
eral areas, the East, the Middle West, the far 
West and the South, let us say, great institutes 
for study and research in anatomy, physiology, 
chemistry, bacteriology and the like. Here in 
congenial surroundings, with a wealth of material 
and equipment, our renowned teachers of basic 
science would develop well codrdinated faculties 
and here the students would spend the time nec- 
essary to complete their courses. The advantage 
of having these concentrated centers of teaching 
and research activity, and the immense distinc- 
tion and authority which would be the natural 
sequence of the gathering of such large numbers 
of distinguished men in one group is, of course, 
obvious. 

After basic science, the students would be 
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scattered throughout the medical schools, but 
even here there would be considerable migratory 
activity. Men from the Northern schools for ex- 
ample, would spend several months in the South, 
studying malaria and other diseases peculiar to 
hot climates and other comparable exchanges 
would no doubt, be carried out. 


After graduation, the young doctor, now pro- 
moted and receiving more pay, would be assigned 
to internship in the hospitals of the country at 
large. Careful records of the individual man’s 
capabilities and desires would be kept during the 
internship and upon its completion boards of 
medical officers would consider the year’s group 
of men and arrange the disposition of their first 
term of service of three years, always with all 
possible deference to the desires of the man him- 
self. Thus those graduates who exhibited a flair 
for research and a desire for such work would 
be assigned to the various institutions estab- 
lished for this purpose. 


Other men with certain aptitudes and scholas- 
tic records would go into residencies in the vari- 
ous divisions of medicine. The rest of the gradu- 
ates would for a time at least, be directed into 
general practice throughout the country and here- 
in lies an important phase of the plan. Doctors 
would be assigned to practice in various regions 
without regard to the desirability of such re- 
gions as pleasant or unpleasant locations for a 
practicing physician, again with regard for the 
doctor’s own preferment as to his place. The 
city where he lived before entering medical 
school for example. The significant point is 
that all locations would be for a term of, say, 
three years. After this period, requests for trans- 
fer would be received and acted upon so that a 
man situated in a personally distasteful com- 
munity might be moved into more favorable sur- 
roundings. The fact that all of the doctor’s in- 
come is derived from salary rather than fees 
collected, would automatically remove the ques- 
tion of financial disadvantage of a change in 
the place of his practice. 

At regular intervals, too, requests of physi- 
cians for special training would be received and 
the applicant’s qualifications -considered. 

The nature of general practice under the pro- 
posed system remains to be considered. The 
manner of practice must necessarily be controlled 
to some extent by the area and population served. 
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Thus in sparsely settled rural communities the 
doctor would have his office in his home as 
now, and would personally receive calls from pa- 
tients and go to their homes. The equipment 
and maintenance of these rural offices would be 
at government expense. In most sections of the 
country, however, the physician would have no 
office but would attend regular hours held at the 
hospital or health center to which he was at- 
tached. These hospital offices would correspond 
to what are now out-patient clinics or dispen- 
saries except that all ambulatory patients in the 
district would visit these offices regardless of 
their financial status. The same physician would 
hold office hours at the same time each day, so 
that patients could regularly obtain his services 
by coming to the office while he was on duty. 

The physician, himself, would not receive any 
house calls direct, but these would be made to a 
central health registry, the clerk on duty trans- 
ferring the call to the doctor living nearest the 
source of the call. If he were not immediately 
available, the summons would go to the next near- 
est man. 

Should the physician who first attended a per- 
son ill in his home care to continue with the 
conduct of the case, this could be readily ar- 
ranged. If one medical man chanced to dwell 
in a congested district where calls were many, 
the work could be easily equalized by the keep- 
ing of lists of visits made, and distributing these 
so that no man would be overworked while his 
colleague had but little to do. 

The operation of hospitals and health centers 
throughout the country is a most significant part 
of this plan. Under our present system most of 
these institutions exist largely as a result of gifts. 
and donations from public-minded citizens. Their 
standards vary greatly even though they con- 
form to the minimum setup by the American 
College of Surgeons. 


Most of them care for all types of illness and 
accident, with the exception of contagious dis- 
ease and mental diseases-which are usually seg- 
regated. All of them have laboratories of varied 
degree of completeness and most possess x-ray 
facilities. 

The wastage of effort and increased overhead 
in this system is obvious. In cities, hospitals sit- 
uated among people of higher income groups 
usually have but little occupancy of their medical 
wards, while the surgical and maternity depart- 
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ments are overcrowded. In poorer communities 
the reverse is often the rule. 

Under a controlled national medicine, the hos- 
pitals of a city would be converted into specialty 
centers. Those, usually small institutions, situated 
around the edges of the city would continue their 
general work, being utilized mostly as emergency 
units and to take care of short cases. 

The larger hospitals in the city proper would 
admit and treat only certain types of illness. 
Medical cases, acute in one hospital, chronic or 
of long duration in another, surgery, pediatrics, 
maternity, metabolic disorders, indeed all of the 
great divisions of clinical medicine would be ad- 
mitted to or transferred to an institution caring 
only for a specific branch of medicine. 

Consultations with physicians from other hos- 
pitals would be the rule so that every patient 
might enjoy the benefit of complete study and 
treatment by men highly qualified for the pur- 
pose. Overlapping functions such as laboratory 
and x-ray would be centralized. Each hospital 
would be equipped with a simple clinical labora- 
tory where urinalysis, blood counts and the 
like, could be done. All major laboratory work 
would be done in a large central plant completely 
furnished with apparatus and manned by path- 
ologists, bacteriologists, chemists, serologists and 
so on, with sufficient technicians to make any test 
or study promptly no matter how complicated. 
Motorcycle messengers would convey specimens 
to this central laboratory and reports would be 
returned by them at frequent intervals. 

The same would apply to the x-ray. A great 
central establishment, magnificently equipped and 
staffed by specialists, would be erected and here 
patients would be brought by ambulance. A trip 
in a modern ambulance, traveling over good 
roads, is no more harmful to a patient than the 
journey from the ward in a large hospital to 
the sometimes distant x-ray department. 

Of course all hospitals would have a bedside 
x-ray apparatus for use among very ill persons 
or where speed in obtaining a film was necessary. 

The improvement in the quality of this work 
under such conditions and the enormous saving 
in overhead expense, seems obvious. 

In smaller communities where four or five 
doctors were located, a small hospital or health 
center would be erected. Here the doctors would 
have their offices, doing regular tours of duty 
and here a few patients could be admitted for 
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study and treatment, to be transferred later 
should the occasion arise to one of the large hos- 
pital centers. 

These large hospitals would be located in care- 
fully planned situations each at the center of a 
rural area. All seriously ill or injured persons 
would be removed to one of these hospitals at the 
earliest opportunity. This is now in practice in 
the institutions connected with State Universities 
in several of our states, Michigan and Iowa be- 
ing noteworthy examples. 

Conferences, meetings, graduate study and spe- 
cialist courses would be an integral part of the 
project, together with great emphasis upon the 
control of infectious disease and the public health 
in general. 


So, in civilian practice, in hospital work, do- 
ing research in special institutions, teaching and 
all the rest that is meant by the practice of medi- 
cine our doctor would spend his days. Steady 
growth, regular promotions to positions carry- 
ing greater and more responsibility, protected 
against illness and old age and with regular hours 
for rest and recreation. It might just be that his 
lot would not be too difficult to bear. 


This proposal is open to the most scathing at- 
tack. It destroys at a blow the most honored 
shibboleths of our profession. Free enterprise 
disappears. The right to practice medicine where 
and how one will is taken away. All incentive to 
science is removed by a system which permits 
only of regular promotion, so shutting off the 
urge to win fame and fortune by outstanding 
scientific contributions and, worst of all, it en- 
tirely does away with that most sacred of our 
“sacred cows,” the right of free choice of the 
individual—the doctor-patient relationship. The 
incomes of physicians would be materially re- 
duced nor would energy and genius advance 
above averageness and mediocrity. The whole 
system would be riddled with politics and favor- 
itism and nepotism would govern promotions to 
key positions. This last objection may be an- 
swered in a few words. Politics would play an 
important part but, where is this not integral in 
men’s intercourse with each other? At least the 
whole mechanism would be controlled by doctors, 
operated by doctors and manned by doctors so 
that the political side would of necessity, be that 
of medical politics and not the machinations of 
party hacks. If one takes a dispassionate attitude, 
one is sometimes given to wonder whether these 
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SOCIAL CHANGES—CUMMINGS 


so-called liberties we hold so dear are in truth 
liberties, and how important they are. Would it 
be any compensation for their loss if the physi- 
cian received a salary from the moment he be- 
gan the study of medicine; if he, during his 
whole life, had a regular tour of duty of a defi- 
nite number of hours each day beyond which he 
could not be disturbed except by his own desire 
to follow some interesting patient or in times 
of crises; if he were assured of a definite leave 
of absence each year, the vacation time being 
increased as he grew in seniority and, most im- 
portant of all, if he were assured of a continuing 
salary during times of illness, pension for perma- 
nent disability and a set retiring age with retired 
pay for the duration of his life, not to mention 
life insurance which would be an automatic part 
of his contract. 

These advantages must be carefully balanced 
against lost freedoms and, upon reflection, may 
indeed far outweigh them. 

In order to correct any false impression given 
by this discussion of controlled medicine, your 
speaker offers his apologia. 

He is personally, an intense individualist de- 
spising regulation of his speech and acts. He 
holds that Governments exist only by will of 
the people and in their interests and believes that 
control by the State should be as slight as pos- 
sible, the only function of such body to be the 
maintenance of orderly community existence 
among the citizens by methods originating in 
themselves and activated by their representatives. 
All men should be permitted to live their own 
lives in their own way, success or failure being 
dependent upon their own efforts, without any 
interference from society unless, defeated by fate 
or ill health, they become dependent in which 
case their fellows will see to their comfort and 
care. 


These views, apparently, are not shared by the 
majority of people in the world today. As has 
been stated before and now reiterated, the demand 
for security seems to transcend all other ideals 
in life. Material success is regarded in high 
places as possibly a greater evil than economic 
failure, and the goal of the nations is to achieve 
a flat uniformity of the individuals comprising 
society and the regulation of their every act by 
appointed gréups of master minds. 


To emulate the ant people in their completely 
socialized life habits wherein none is master of 
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his fate nor are there any triumphs or despairs, 
does not seem attractive. 

It is in consonance of this world-wide trend 
which is deplored that the writer proposes a 
plan for socialized medicine which offers pros- 
pects of being efficient, achieving its purpose and 
being managed wholly by those most intimately 
concerned—the medical profession itself. It is his 
ardent hope that no such plan nor any alterna- 
tive which abrogates in any way the complete per- 
sonal liberty of the doctor, will ever be nec- 
essary. 
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Social Changes Affecting 
American Medicine* 


By Howard H. Cummings, M.D. 
Ann Arbor, Michigan 


President, Michigan State 
Medical Society 





™ SocIAL changes are taking place in our coun- 

try at an ever-increasing speed. Some of these 
changes mark progress and are expressions of the 
desire of the majority of people to improve 
their lot. They are an attempt to guarantee our 
inherent rights to life, liberty and the pursuit of 
happiness. Such lofty aims should not be op- 
posed by any group if the objective is to promote 
the welfare of our whole people. Constant, regu- 
lar, progressive evolutionary changes are consis- 
tent with human life and are parts of nature’s 
law, but hasty, violent and disruptive social 
changes often impede rather than accelerate so- 
cial progress. 

In the American lexicon the word voluntary 
is essential; it expresses to every citizen of the 
United States a feeling of freedom that is part of 





*President’s Address at General Assembly of the Seventy- 
eighth Annual Assembly of the Michigan State Medical Society, 
Wednesday, September 22, 1943, at ‘Detroit. 
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his birthright. Opposed to the word voluntary is 
the word compulsory. To every American the 
word compulsory, except in times of national 
emergency, is alien to his very fibre and creates 
the desire to resist. 

Two powerful and potentially disruptive forces 
must be faced by the physicians of our country 
if American medicine is to continue a normal, 
orderly progress. The first and greatest menace 
which is affecting not only medicine but all of 
our national activities is the insidious undermin- 
ing of our whole democratic system of represent- 
ative government by the numerous and various 
bureaus of the Federal government. Directives 
written by non-elected bureau chiefs supersede 
our laws and are forced upon states and people 
regardless of their wishes. 


The second potentially disruptive force is a 
plan to extend the benefits of social security to 
include medical care and hospitalization for 110,- 
000,000 people. This plan, known as the Wag- 
ner-Murray-Dingell bill, proposes a compulsory 
six per cent deduction from every workman’s 
pay envelope and a matching six per cent from 
his employer. Self-employed persons whose an- 
nual incomes are $3000 or less would contribute 
seven per cent. This plan would add $12,000,- 
000,000 to our annual tax burden, $3,000,000,000 
of which would be allotted to the Surgeon Gen- 
eral of the United States Public Health Service to 
run American medicine: to provide medical and 
hospital care for all our people, to control all 
hospitals, to set medical fees and hospital rates, 
to assign a certain number of patients to each 
doctor and to designate specialists. Under the 
plan a patient may choose his own physician if 
the doctor has not his allotted number of pa- 
tients. 


Such a plan smacks of a foreign ideology. It 
is compulsory and therefore un-American. It is 
being offered as an unguent to heal a serious 
deviation of labor from a political party. It has 
not brought better medical service to the people 
of any country where it is in operation. Never- 
theless, if the majority of our people, flushed 
by the full pay envelopes of war days, find this 
plan acceptable, or if they are convinced by 
propaganda that there is a great need for better 
and wider distribution of medical services, one 
of two things will happen: either the whole mat- 
ter will be passed by the public to Congress which 
will settle the problem by enacting the Wagner 
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Act, or the President will set up a bureau to di- 
rect American medicine. 

If the medical profession of the United States 
is to preserve the democratic practice of medi- 
cine, compatible with the social changes which 
are rushing upon us, three obvious objectives 
must be attained: improvement in the quality of 
medical service; wider distribution of medical 
services ; change in the methods of payment for 
medical services. 


The quality of medical service in our country 
is good—probably better than in any other—as 
indicated by comparative vital statistics. How- 
ever, there is opportunity for still greater im- 
provement. This is an individual problem affect- 
ing every physician. Only by continuing post- 
graduate study from graduation to the end of 
his professional career can the doctor of medi- 
cine keep abreast of medical.science and bring 
modern methods of prevention, diagnosis and 
treatment to his patients. The large sums of 
money spent by the states to supplement medi- 
cal tuitions and thus meet the cost of medical 
education are, indeed, poorly invested if the re- 
cipient of these subsidies brings to his patient 
only the methods taught during his medical school 
years. 


For many years different plans of postgraduate 
medical education have been operating in several 
states. No uniform plan for all states has been 
established and because of the different prob- 
lems to be met in different states it is possible 
that no national program could be established. 
However, after fifteen years of study and ex- 
perimentation with postgraduate medicine in 
Michigan, certain fundamental principles have 
been established which seem essential to any suc- 
cessful plan. The program should be available 
to every physician in the state; it should be di- 
vided into extramural and intramural activities 
to serve both general practitioner and specialist ; 
it should be a codperative effort and should have 
the active support of the organized medical pro- 
fession and the medical schools of the state; it 
should be presented by able teachers and clini- 
cians and should have active direction; it should 
present material useful to the physician in his 
daily practice; it should conserve the doctor’s 
time and not require him to absent himself from 
his patients too long; it should be given at regu- 
lar periods to establish the habit of self-improve- 
ment for the ultimate benefit of the patients 
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served. Such a program as outlined, if developed 
in each state, would carry us far towards the 
chief objective of American medicine: better 
medical service for the American people. As a 
secondary result it would improve the relations 
between the laity and the medical profession. 

The second objective of American medicine 
should be a better and wider distribution of 
medical services. Our present system is a com- 
plieated and expensive one which has been de- 
veloped through the years to meet the growth 
of our country. Private competitive medicine 
has constituted the bulk of medical service. It 
has done a magnificent job and today, with the 
automobile, good roads and numerous commu- 
nity hospitals, it is serving still better. In spite 
of this record of achievement the private prac- 
tice of medicine has been under a bombardment 
of adverse propaganda. That it has been able to 
maintain its position is due entirely to the con- 
fidence the American people have in their doctors 
of medicine. It becomes apparent now that the 
prolonged softening-up process of propaganda 
against American medicine was a preparation for 
the introduction of the new Wagner Act. 


How can the medical profession bring about 
a wider, more equitable distribution of medical 
services? Paradoxically, not by distributing med- 
ical men geographically to every hamlet, village 
and town in the country, but by planned group- 
ing of medical men in various regions where 
health centers, clinics and hospitals would be 
available. This system of distribution is now in 
active operation throughout our country. Our 
private, city, county, state and federal clinics and 
hospitals are well staffed by able physicians. 
One further step should be taken, and that is the 
opening of these staffs to the general practi- 
tioner of medicine. He as well as his more 
fortunate colleague is entitled to all the modern 
medical facilities for the diagnosis and treatment 
of disease. Even in sparsely settled parts of our 
country small clinics and hospitals should be 
available to the physicians of these regions. By 
this method the people are better served, the 
cost of medical care is reduced. The people of 
the district are never left unprotected by the 
illness or absence of their family doctor. Small 
groups of doctors in these remote places can 
bring specialized knowledge of medicine to their 
patients. 


DeKruif in his latest book “Kaiser Wakes the 
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Doctors” describes the method by which excellent 
medical and hospital service is furnished to the 
workmen in Kaiser plants. The plan is a pre- 
payment insurance one and medical services are 
given in combined clinics and modern hospitals 
by a salaried staff of specialists. The cost to 
the workman is seven cents a day. The system 
is being expanded to care for the wives and chil- 
dren. Kaiser foresees one thousand similar hos- 
pitals scattered over the country, “little Mayo 
Clinics for the common man,” as DeKruif des- 
ignates them. This plan while highly successful 
during wartime has yet to be proven in normal 
peacetime. 

Complicated as is the problem of better dis- 
tribution of medical care to all our people, it 
is not too great for the medical profession of our 
country to solve. Much has been done in numer- 
ous states to bring better medical service to the 
people. Our own State Society has expended 
much money on and given years of study to this 
problem. From these efforts has come our Michi- 
gan Medical Society which has served one-half 
million of Michigan’s workers. Much remains 
to be done and time for doing may be short. 
The public awaits more and better medical serv- 
ices. Will the physicians plan and direct these 
services or will reformers, economists, public 
health men and politicians force their plan upon 
110,000,000 Americans? 


The American people have been more inter- 
ested in the cost of medical care than in its 
quality or its distribution. Economists and re- 
formers have been most critical of the high 
costs of modern medical care. It is true that sci- 
entific medicine has more to offer than the pub- 
lic can pay for. This problem is being solved 
today by various types of voluntary medical in- 
surance. The growth of this method of meeting 
the cost of medical care is apparent to every 
practitioner of medicine for each day he re- 
ceives insurance blanks to fill out. 


Labor has accepted this method of paying for 
medical services but it is clamoring for the same 
protection for the members of its familtes. The 
medical profession in Michigan and other states 
has spent years in planning and putting into op- 
eration prepayment plans for medical service. 
That these plans will be changed, broadened and 
extended to larger groups seems inevitable. What 
part the commercial insurance companies will 
play in this changing picture the future will re- 
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veal, but more and more it becomes apparent 
that voluntary, prepayment insurance for medical 
services may eventually protect most of our 
people. 

American medicine cannot stop social changes ; 
it should not attempt to. However, such changes 
as relate to the health of the public should be 
planned and directed by doctors of medicine so 
that the fundamental principles upon which our 
work is founded and by which it has grown to 
its present stature, may be maintained. 


Constant improvement in the quality of medi- 
cal service, greater cooperative efforts by the pro- 
fession to distribute medical services to all peo- 
ple, and the expansion of plans for pre-payment 
insurance to meet part of the cost of medical 
service—these are desirable and necessary ob- 
jectives if American medicine is to continue to 
work in harmony with the public. 
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EMERGENCY MEDICAL SERVICE 
HELPS WAR INDUSTRIES 


The millions of workers in our war industries have 
a better chance of surviving major disasters such as mu- 
nitions plant explosions, because of EMS, it appears 
from a report by Dr. Ward L. Mould, of the UV. S. 
Public Health Service, at the conference of the Ameri- 
can Public Health Association. 


The initials stand for the Emergency Medical Serv- 
ice which most city governments have established as 
part of their civilian defense activities. 


Organized primarily to protect the community in event 
of enemy action, it has proved valuable in disasters un- 
related to enemy action, such as the Cocoanut Grove 
fire in Boston and various disastrous railroad accidents. 


Its value to industry was explained by Dr. Mould, 
who was loaned by the Public Health Service to the 
Office of Civilian Defense to direct the organization 
of EMS. Before the war, he pointed out, there was 
no central point in a community to which the industrial 
plant doctor could appeal for medical service in an 
emergency. He had to call hospitals for ambulances, 
physicians and nurses, or appeal to the police or fire 
department to arrange for the necessary assistance. 
Now he can call on the community’s Emergency Medi- 
cal Service which is ready, day and night, to mobilize 
immediately doctors, nurses, ambulances, hospital beds, 
plasma and whatever else may be needed.—Science News 
Letter, October 23, 1943. 





The pain associated with infectious arthritis of the 
spine is frequently relieved by deep x-ray therapy. 


* * * 


The inward bowing of the forearm seen as a com- 
plication of supracondylar fractures of the elbow is 
easily corrected by an osteotomy of the humerus. 

Eucene W. Secorp, M.D., Detroit. 
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Acceptance 


By C. R. Keyport, M.D. 
Grayling, Michigan 


President, Michigan 
State Medical Society 


= Mr. PRESIDENT, fellow members of the State 
Society and guests: 


To serve as President of the Michigan State 
Medical Society is a distinct honor. It is with 
genuine appreciation of this privilege and re- 
sponsibility that I pledge my efforts to main- 
tain our program of democratic medicine and to 
urge that your participation and cooperation be 
steady and enduring. 


Again, medicine is at the crossroads. One-third 
of our membership is in the armed forces of 
our country. Those at home cannot feel indif- 
ferent to the impact of political planning and 
needless governmental encroachments. All the 
sacrifices, all the casualties of our country’s medi- 
cal men fighting for the American way of life 
will have been in vain if bureaucrats lose for 
us the magnificent place of prestige, leadership 
and trust in the Society which fighting doctors 
have died to win. 


As we look forward to the tests ahead, this 
Society’s handling of the crushing problems in 
this crisis will be followed with marked atten- 
tion and profound concern. 


You recall that it was not the resolutions of 
the Apostles, but the Acts that were recorded. 
Democratic ideas in medicine have been severely 
dealt with in recent years, but some of them 
will receive glorious vindication if it comes to 
pass that crusaders in this Society codperate to 
demand that the traditions of the past be safe- 
guarded and that the primary concerns and aims 
of this Society, which are for the benefit of the 
people, be guaranteed. 
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DIARRHEA OF THE NEWBORN—LEVY 


Diarrhea of the Newhorn: 
Clinical Aspects* 


By David J. Levy, M.D. 
Detroit, Michigan 


M.D.. 1906, University of Michigan, Certificate 
Amer. Board of Pediatrics, Fellow American Academy 
of Pediatrics. 


® WITHIN relatively recent years a form of diar- 

rhea has manifested its presence among new- 
born infants, highly communicable in nature and 
highly fatal in its effect. It has appeared through- 
out the north temperate zone, and epidemics have 
been reported from the east, the west, the north 
and the south of this country, as well as from 
Canada, Scotland and France and isolated out- 
breaks not appearing in the literature have oc- 
curred, including several within our own expe- 
rience. The general epidemiology and etiology of 
the disease have been considered in detail by Dr. 
Franklin H. Top,7 and I will dwell only as neces- 
sary on such aspects of these features as is essen- 
tial to the discussion of the clinical picture of the 
disease. Because of its high infectivity and com- 
municability, it has caused the closing of many 
obstetrical services in important hospitals and in- 
volved deeply the concern of public health author- 
ities, obstetricians, pediatricians, and the informed 
laity. Accordingly, each individual case of diar- 
rhea occurring in the newborn infant has become 
a source of concern and it therefore is a matter 
of interest and importance to review this disease, 
and to discuss its differentiation from the other 
and more benign forms of diarrhea which occur 
during the neonatal period. 

While the report of a grave form of diarrhea 
occurring in outbreak form among the newborn 
had appeared in the literature as early as 1928° 
and again in 1932,° it remained for Best, Rice, 
Frant and Abrahamson at the American Medical 
Association meeting in 1937 to report on the occur- 
rence of the infection as encountered in New 
York and to focus attention upon it. They re- 
ported a series of twenty-seven outbreaks occur- 
ring in New York from 1934 to 1937, where out 
of 5,082 live babies exposed, 750 were attacked 
with 356 resultant deaths, a morbidity rate of 14.7 





*Read at the seventy-seventh annual meeting of the Michigan 
State Medical Society, Grand Rapids, September 25, 1942. 


Published posthumously; Dr. Levy died October 14, 1942. 
+Dr. Top’s paper appeared in June, 1943, page 459. 


NoveMBER, 1943 





per cent, a mortality rate of 7 per cent, or a case 
fatality rate of 47.5 per cent. Outbreaks de- 
scribed elsewhere showed even a higher fatality 
rate, others lower, but in general about 50 per cent 
or slightly less of the affected babies died. For- 
tunately, we are just now experiencing an ap- 
parently less virulent form of the disease with a 
much reduced mortality, but there is no foretell- 
ing in these outbreaks which individual cases 
will assume the grave form. 

Briefly, the individual cases of infectious epi- 
demic diarrhea of the newborn are characterized 
by abrupt, rapid weight loss and dehydration, tox- 
emia, slight fever, early abdominal distention and 
frequent, watery, yellow stools, together with a 
tendency to secondary complications in the res- 
piratory system, and about a 50 per cent chance 
of a fatal outcome. 


The disease, which shows no sex, race, so- 
cial or economic status discrimination and which 
occurs in breast fed and bottle fed infants alike, 
usually begins at the sixth to the tenth day of 
life. Prematures seem especially susceptible. It 
may begin as early as the second day and ex- 
ceptionally as late as the fourth or even the fifth 
week of life. It is essentially, however, a disease 
of the early neonatal period. The time of onset 
argues for a brief incubation period, probably 
two to six days. 


While the disease apparently begins abruptly, 
one frequently notes for a day or two before the 
acute onset a listlessness, drowsiness, a lessened 
food intake and a stillstand or a slight loss in 
weight. This prodromal stage, when present, 
corresponds to the stage of incubation. The in- 
vasion stage, which most frequently is the first 
evidence that all is not well with the infant, is 
characterized by an abrupt weight loss, which 
may be seven or eight ounces, or as much as a 
pound in the first twenty-four hours. There is an 
accompanying appearance of marked dehydration 
and the occurrence of diarrhea. There appears 
to be toxemia and a degree of shock present. The 
infant presents a greyish color, the lips may be 
red and the mucous membranes dry. There may 
or may not be a moderate elevation of the tem- 
perature. There is almost invariably an early dis- 
tention of the abdomen. Occasionally, vomiting 
occurs. The onset may be so sudden that the in- 
fant which the day before appeared the picture of 
health may resemble an infant in the advanced 
stage of malnutrition. There is a further more 
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gradual weight loss until death or the onset of 
recovery supervenes. 

The stools are yellowish, only occasionally 
brownish or greenish, and are frequent and wat- 
ery. Characteristically they are devoid of mucus, 
blood and pus, and as such are readily differen- 
tiable from the stools of the various enteritides. 
This appearance of the stool must be emphasized. 
It is so at variance with what one expects of a 
severe form of diarrhea that nurses and physi- 
cians frequently are lulled into a sense of secu- 
rity by their relatively innocent appearance. The 
significance of the stools must always be evalu- 
ated in the light of the circumstances present, oth- 
er signs and symptoms on the part of the infant 
and the presence of actual or suspicious cases in 
the hospital or the community. The bacteriolog- 
ical examination of the stools does not reveal the 
organisms ordinarily associated with infantile 
diarrhea. In fact, in the various outbreaks de- 
scribed there has been a complete lack of uni- 
formity of bacteriological findings and so strik- 
ing has this absence of a common bacterial agent 
been that a virus etiology has been assumed by 
many, but here also experimental proof has not 
been forthcoming. Such diversified organisms as 
various as the coli group, B. proteus, the strepto- 
cocci and staphylococci, Morgan’s bacillus, B. Mu- 
cosus, to mention only a few of them, have been 
encountered, and negative bacteriological findings 
serve as a useful diagnostic criterion. 

In long drawnout cases the stools may become 
very few in number and diarrhea may complete- 
ly disappear and the case still go on to a lethal 
outcome. This fact lends weight to the assump- 
tion that the diarrhea may be only a local mani- 
festation of a systemic disease. A slightly red- 
dened throat seen in some cases and the tend- 
ency to respiratory complication bear further on 
this point. 

The fever is slight. The infant may be com- 
pletely afebrile, but generally a temperature of 
100 to 101 degrees is present. A higher fever 
either represents the presence of a complication, 
or a diarrhea of different etiology than the one 
here under discussion. 

The course is a rapid one. Cases may termi- 
nate fatally in two or three days or may go on 
for two or three weeks. The average duration is 
about nine days. The fatal cases present a dra- 
matic and tragic picture. In spite of all that one 
can do by way of feeding, drugs, fluid adminis- 
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tration, oxygen, transfusion, et cetera, the tox- 
emia is progressive and one impotently watches 
the infant go on to exitus. In the favorable cases, 
the toxemia and diarrhea gradually disappear and 
complete recovery occurs. 

Complications are frequent and _ protracted 
cases, whether fatal or otherwise, generally show 
a bronchopneumonic development, and otitis me- 
dia is of frequent occurrence. Meningeal involve- 
ment has been known to occur and bacterial in- 
vasion from the intestine has resulted in general 
sepsis with its various manifestations. 

As striking as the noncharacteristic bacte- 
riological findings has been the complete absence 
of characteristic or pathognomonic findings at 
autopsy. There is a moderate congestion of the 
intestinal mucosa, occasional slight hemorrhagic 
areas, a swelling of Peyer’s patches, degenerative 
areas in the liver and kidney, areas of broncho 
pneumonia, and often otitis media, the nonspecific 
picture of an acute toxemia involving the intes- 
tinal tract, with respiratory tract complications. 
This negative pathological finding is of diagnostic 
significance in recognizing the nature of fatal 
outbreaks. 


The foregoing is a picture of the grave form 
of diarrhea which has made us so fearful of all 
cases of diarrhea occurring on maternity serv- 
ices. Fortunately, however, we have been expe- 
riencing for the past year or two a form of the 
disease much milder in character and were it not 
for the fact that approximately ten per cent of 
the cases assume a therapeutically intractable 
form and go on to complications and often a fatal 
termination, one would assume that he was deal- 
ing with a simple type of diarrhea. 


These milder cases are prone to show a more 
gradual onset with prodromal anorexia and 
weight stillstand or loss, and the weight loss is 
not so severe and abrupt and the appearance of 
shock is lacking. Fever may be present at 100 to 
101 degrees, or may be completely absent, but the 
stools are of the same yellowish, watery, frequent 
character, and as devoid of blood, pus and mu- 
cus as those previously described. Dehydration 
is moderate but even in these relatively benign 
cases clinical acidosis may supervene. The course 
of these cases is again about a week to ten days 
and complete recovery takes place in most in- 
stances. But even among these cases a certain 
few develop a fulminating or resistant character 
and only then one realizes that he is dealing with 
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a potentially or actually dangerous disease proc- 
ess. Outbreaks of infectious diseases in general 
vary from year to year and locality to locality, 
in degree of virulence. It is only safe to assume 
that in these milder outbreaks one is dealing with 
a somewhat attenuated form of epidemic infec- 
tious diarrhea, and to act accordingly. 


By way of differential diagnosis, diarrhea of 
obviously parenteral origin is sharply to be dif- 
ferentiated from the foregoing. In the presence 
of other infections, especially of the respiratory 
tract, frequent bowel movements occur, no doubt 
representing nature’s effort to get rid of absorbed 
toxins. Coryza, bronchitis, pneumonia, otitis me- 
dia, pyelitis, sepsis,? all of which occur at this 
age period, may be the cause. Here, however, 
the obvious infection initiates the diarrhea and 
does not follow it, the temperature is more likely 
to be high, and the infection can be frequently 
traced to the mother, nurse, physician or other 
contact. The stool is inclined to be more profuse 
and to contain mucous and curds, but not neces- 
sarily so. While the diarrhea is infectious in or- 
igin and may be of outbreak dimensions, its na- 
ture, cause and prognosis is different from the 
entity or syndrome described and should not be 
considered as a form of it. The outbreak of so- 
called epidemic diarrhea of the newborn, de- 
scribed by Lyons and Folsom,’ characterized by a 
fever of 103-105 degrees, accompanying maternal 
influenza, and responding to influenza convales- 
cent serum, is probably parenteral or due specif- 
ically to the influenza virus. 


Another form of diarrhea appearing in nurs- 
eries of maternity hospitals is that due to heat, or 
to heat and humidity. Rietschel,® in 1910, dem- 
onstrated that not only infants who are already 
undergoing nutritional disturbance may be read- 
ily thrown into a diarrheal state by untoward con- 
ditions of heat and humidity, but also that other- 
wise healthy, properly fed infants may be precip- 
itated into diarrhea by placing them under incu- 
bator conditions approximating summer heat and 
humidity. We have seen two nursery outbreaks 
of diarrhea apparently initiated by abrupt high 
summer heat, in which, however, several of the 
infants continued on in a clinical course undiffer- 
entiable from epidemic diarrhea. These infants 
may have been in the incubation stage of such 
infection, although none was known to be present 
in the nurseries at the time, or the heat influenced 
bowel contents may have furnished a favorable 
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medium for the growth of the responsible in- 
fectious etiologic agent. The réle of external 
temperature in initiating diarrhea in infants is ob- 
served repeatedly in overheated nurseries, in un- 
controlled incubators, in overdressed infants and 
during torrid spells in the experience of all of 
us. Heat diarrhea obviously may occur in nurs- 
eries in outbreak form, but the cause is evident 
and preventable, and the cases, unless too pro- 
tracted and severe, respond to simple therapeutic 
measures. 

Faulty feeding of the newborn may cause diar- 
rhea or cause preéxisting looseness of other origin 
to persist. Incorrect formule or overfeeding may 
be responsible. A benign form of diarrhea may 
occur in breast fed infants contributed to in part, 
at least, by the low protein content of mother’s 
milk, the fermentative bacteria normally present 
in the intestinal tract of the breast fed infant and 
maybe idiosyncratic response to elements in the 
mother’s diet. The artificial feeding most likely 
to contribute to this result is the dilute milk for- 
mula of high sugar content. A simple correction 
of the diet causes the symptom to disappear. 

There is also the so-called physiological diar- 
rhea of the newborn. The alimentary tract of the 
infant at birth is germ free. With the first inges- 
tion of fluid or food bacteria are introduced, and 
toward the end of the meconium stage of the in- 
testinal content a benign bacterial invasion has 
established itself, and the stools on the fourth or 
fifth day tend to become loose and frequent, and 
may persist in this state into the second week. 
This condition does not affect the well-being of 
the infant and does not constitute infection or 
disease, but may become a source of concern 
when infectious diarrhea is feared or prevalent. 

Primary enteritides of B. dysenteriz and other 
bacterial origin have been described as occurring 
in the newborn, but as a rule at a somewhat later 
period. They are readily differentiated by the 
presence of stools containing blood, mucus and 
pus, by high fever, and by the bacteriological ex- 
amination of the stools, which reveals the offend- 
ing organism. 

Likewise cathartic drugs, which rarely. if ever 
are indicated at this age period, may produce stools 
which are suspicious and persistent, and even in- 
dicated medication administered to the mother 
may have a laxative effect on a given sensitive in- 
fant. 


We occasionally encounter infants with diar- 
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rhea of no demonstrable or plausible origin, in- 
fants of low vitality and of feeble digestive ca- 
pacity. It is interesting to conjecture as to what 
developmental fault may be present or what lack 
of secretion or hormone may be at fault. The 
fibrocystic pancreas, for instance, known to be 
present at birth, and productive of steatorrhea 
in older infants is one such anomaly worthy of 
investigation. 


The therapy of diarrhea of the newborn involves 
primarily feeding procedures, drugs, and support- 
ive measures. The artificial food indicated is one of 
high protein content, such as protein milk or lactic 
acid milk. The presence of high protein favors 
the growth of putrefactive organisms in the in- 
testine which enable the production of a bound 
or formed stool at the expense of fermentative 
organisms which increase the diarrheal tendency. 
In the presence of high protein, the essential sug- 
ar, especially the maltose dextrin-containing 
preparations are well tolerated. In the presence 
of weak milk dilutions sugar tends to cause the 
diarrhea to increase or persist. Mothers’ milk 
is well tolerated, but it is of low protein content 
and favors the development of a fermentative in- 
testinal flora. While, other advantages aside, it 
does not act promptly in arresting a diarrhea, 
well secreting breasts should not be discontinued, 
although allaite ment mixte, at least, is frequent- 
ly indicated. Additional protein, as casec, may be 
added to mothers’ milk or to milk dilutions. To 
offset the dehydration, fluid administration is of 
paramount importance. Fluid by mouth and par- 
enteral injection are to be employed. In infec- 
tious diarrhea. the CO, combining power is low 
and even in otherwise relatively less severe cases 
clinical acidosis is evident. Lactate-Ringers solu- 
tion in 5 per cent glucose by continuous intrave- 
nous drip is indicated and is often a life-saving 
procedure. Transfusion is useful but only if 
the fluid loss has been compensated—otherwise 
the resultant increase of the already high blood 
concentration increases the anhydremia and de- 
hydration. We have seen deaths following trans- 
fusion, possibly or even probably attributable to 
this cause. Pectin, in the form of milk mixtures 
or in medicinal form, seems at times distinctly 
useful. Sulfa drugs have come into prominent 
use. Their effectiveness has not been proven def- 
initely, but they should be employed. Sulfaguan- 
idine has been used, but my own experience has 
been limited to the use of sulfathiazole and sul- 
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fadiazene. Succynil sulfathiazole apparently is 
useful in the surgical disinfection of the bowel, 
but its action in the presence of loose bowel move- 
ment is questioned. Felsen and Wolarsky* claim 
high therapeutic as well as prophylactic efficiency 
for the administration of combined large doses of 
sulfathiazole plus intramuscular plasma injections. 
Complications such ‘as pneumonia and the fre- 
quently occurring otitis media call for their own 
specific management. 


Is epidemic infectious diarrhea a new disease? 
Frant and Abrahamson,‘ in discussing it, say: 


“Symptoms and signs are not alone determinants of 
a disease entity. In final analysis a disease entity is 
established rather by the characteristic and constant 
relationship of its symptoms to each other, their se- 
quence in time, their course and duration, and other 
circumstances underlying their occurrence.” 


Elsewhere’ they state: 


“It (the disease in question) exhibits the character- 
istics of a very virulent communicable disease, causing 
outbreaks having a typical mode of inception and spread. 
Its rapid clinical course is marked by several merging 
phases, a period of incubation, a stage of invasion, a 
toxic stage and a terminal stage of complications and 
death. Outstanding in the clinical picture are the lack 
of evidence of parenteral infection and the early ab- 
sence of temperature reactions. The very watery and 
yellow stools containing no blood, pus or mucus are 
characteristic, as well as the progressive intenseness of 
the intoxication. In addition, the failure of extensive 
bacteriologic and pathologic investigation to reveal the 
inciting organism constitutes a negative but highly sig- 
nificant evidence of the intimate relationship between 
the various outbreaks and the uniform nature of the 
cases. As an added note, it must be borne in mind that 
report of outbreaks similar to those which we have 
been observing have appeared in the literature only 
within recent years.” 


Whether a distinct clinical entity or merely a 
syndrome of diverse etiology, a striking clinical 
picture presents itself. An attempt has been made 
herein to review its salient features, and to differ- 
entiate it from the more frequent and less grave 
forms of diarrhea of the neonatal period. New- 
born diarrhea in individual instances and even in 
outbreaks is not immediately diagnosable. The 
clinical course and apparent transmissibility, 
which involve the element of time, are essential 
for correct appraisement and evaluation. How- 
ever, epidemic diarrhea is apparently endemic and 
every case of diarrhea appearing in the newborn 
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nursery must be considered suspect until its be 
nign character has been established. 
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The clinical syndrome due to peripheral circulatory 
failure and generally spoken of as shock is familiar 
to all those who care for the seriously ill. 

The best classification is that of Blalock who di- 
vided these cases into four types: neurogenic, hema- 
togenic (oligenic), vasogenic and cardiogenic. The 
most important of these is the hematogenic type 
usually caused by serious burns or other types of 
mechanical trauma. 

Accurate diagnosis as well as a thorough under- 
standing of the functional pathology of the various 
types is necessary for the administration of efficient 
preventative and therapeutic measures. 


" Tue clinical syndrome due to peripheral cir- 

culatory failure and generally spoken of as 
shock is familiar to all those who care for the 
seriously ill. It may be caused by any serious 
malady but the syndrome occurs most frequently 
as the result of severe burns or mechanical trau- 
ma. The term shock was first used in 1795 by 
James Lotta. It is interesting to note that he be- 
lieved the condition to be inflammatory in nature 





*Read at the seventy-seventh annual meeting of the Michigan 
State Medical Society, Grand Rapids, September 25, 42. 
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and advised venesection as a therapeutic measure. 
A few years later, about 1826, Benjamin Travers 
successfully opposed this concept and showed 
that venesection is harmful. Since that time the 
theories of the functional pathology and the ther- 
apeutics of the condition have been controversial 
subjects. Because of the large amount of inves- 
tigative work done during the last few years, 
there is good reason to believe that today we 
closely approach a comprehensive understanding 
of the condition. 


Classification 


Of the different classifications used to des- 
scribe the syndrome, probably the best known at- 
tempts to divide all cases into two types, desig- 
nated as primary and secondary. Primary shock 
is a reflex phenomenon manifested by sudden col- 
lapse and fall in arterial pressure immediately 
following physical or psychic trauma. Secondary 
shock, also known as delayed, medical, surgical, 
obstetrical, traumatic, operative or hemorrhagic 
shock, is a much more serious condition. The best 
classification is that of Blalock, published in 
1934. Blalock divided these cases into four 
types: neurogenic, hematogenic (oligemic), vaso- 
genic and cardiogenic. 


Functional Pathology 


The neurogenic type, like primary shock of 
the preceding classification, is characterized by 
sudden collapse and sudden fall in blood pres- 
sure. It is of short duration and is not a danger- 
ous condition. It occasionally accompanies spinal 
anesthesia but is most commonly. exemplified by 
the ordinary faint following physical or psychic 
trauma. Its mechanism is well illustrated by the 
experiments of Glotz who showed that a blow on 
the mesentery of a frog reflexly causes a general 
decrease in vascular tone and inhibition of the 
heart through the vagi. The sudden collapse and 
fall in blood pressure following a solar plexus 
blow or sudden injury to other parts of the body 
are examples of this same reflex phenomenon in 
man. Usually recovery is spontaneous or occurs 
following the administration of vasospastic drugs. 
However, if the trauma is sufficiently serious and 
especially if adequate treatment is not adminis- 
tered, certain important functional changes occur 
which cause the patient to pass from the neuro- 
genic into the more serious hematogenic type. 

The vasogenic type is caused by the action of 
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metabolites such as histamine on the blood ves- 
sel walls and is characterized by a general de- 
crease in vascular tone. The blood pressure falls 
early and is followed later by a decrease in car- 
diac output. The clinical picture except for its 
more gradual onset and longer duration is similar 
to neurogenic shock. It is most pronounced 
where there is much soft tissue injury and there- 
fore is apt to be combined with and act as an 
aggravating factor in hematogenic shock. 


Cardiogenic shock is more common in civilian 
than in military practice. It accompanies cardiac 
tamponade and sudden myocardial infarction. In 
the former, the obstruction to the venous return 
and in the latter, the diminished cardiac output 
are the important initiating causes. Clinically this 
type can be distinguished from the others by the 
accompanying dyspnea, orthopnea and increased 
venous pressure. The circulatory failure accom- 
panying cardiac tamponade cannot be significant- 
ly improved until the increased pressure within 
the pericardial sac has been relieved. Transfusion 
should be started before the pericardium is in- 
cised because bleeding is apt to be increased by 
the reduction of the intrapericardial pressure. 


The practicing physician is, of course, con- 
cerned mostly with the hematogenic type of 
shock. To day we know a great deal about the 
pathological physiology of this condition, the 
most important factors of which are: progressive 
oligemia, decreasing cardiac output, decreasing 
blood pressure, anoxia and death. The syndrome 
may result from various etiologic factors, but it 
is most often caused by serious burns or other 
types of physical trauma. 


At the site of the injury there is an outpouring 
of blood, plasma, or both, either to the outside 
world or into the surrounding tissues. If whole 
blood is lost to the outside world the circulating 
blood soon becomes diluted by the absorbed tissue 
juices. This dilution process is completed in 
from twenty to thirty minutes after the hemor- 
rhage has been stopped. An examination of the 
blood at this time will reveal a low hematocrit, 
low hemoglobin, low red blood cell count, and 
low serum proteins. The sedimentation time will 
be correspondingly increased. If the circulating 
fluid is not lost to the outside world but is ex- 
travasated into surrounding tissues there is a 
proportionately greater loss of plasma than of red 
cells and hemoconcentration occurs. Examination 
of the circulating blood at this time shows an in- 
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crease in the hematocrit, hemoglobin and red 
blood cell count and a decrease in the serum pro- 
tein content. The same findings are present but 
to a greater degree following extensive superficial 
burns, for plasma alone is lost to the outside 
world, thus there exists an ideal mechanism for 
the development of hemoconcentration. As a re- 
sult of this loss of circulating fluid a disparity de- 
velops between the volume capacity of the vascu- 
lar system and the total volume of the intravascu- 
lar fluid. This disparity will be increased by any 
increase in the volume capacity of the vascular 
system (capillary dilatation), or by any decrease 
in the total volume of the intravascular fluid 
(further loss of circulating fluid). It is well 
known that any significant decrease in the total 
blood volume is accompanied by a decreased car- 
diac output and a decreased volume flow. For a 
time the vasomotor system is able to compensate 
for this deficiency by means of arteriolar and 
venular constriction. Thus, the vital centers are 
supplied with blood but at the expense of the 
peripheral and less vital tissues. This decreased 
volume flow through the peripheral tissues results 
in anoxia of both the cells of the ordinary tissues 
and the cells of the capillary walls. Because of 
this damage the permeability of the capillary 
walls is increased and leakage of plasma into the 
surrounding tissues occurs. This increases the 
oligemia and, as a result, the disparity between 
the volume capacity of the vascular system and 
the total blood volume is proportionately in- 
creased. When the total blood volume is de- 
creased to a critical point, vasoconstriction can no 
longer compensate for the decreased blood flow, 
so anoxia of the vital centers occurs. Once an- 
oxia of these centers has continued long enough 
to do permanent damage, an irreversible stage of 
the syndrome develops in which replacement of 
the circulating fluid and all other known means 
of treatment are of no avail. This emphasizes 
two important points, first, the progressive and 
self-perpetuating nature of the syndrome, and 
second, the danger of allowing treatment to be 
delayed until the irreversible stage is reached. 


As the syndrome progresses certain accom- 
panying changes have been found to occur. 
These at times have been considered causative 
factors but are probably the result of. secondary 
cell destruction and disturbance of cell physiology 
and metabolism. The acapnia, the decreased oxy- 
gen consumption, and the low metabolic rate are 
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probably the result of circulatory deficiency. The 
hyperpotassemia is probably the result of cell 
death and destruction. The low blood chlorides 
are probably due to leakage through the hyper- 
permeable capillary walls. The increased nitro- 
gen waste products in the blood are the result of 
decreased kidney activity. The increased blood 
sugar is believed to be an adreno-sympathetic ef- 
fect accompanying the heroic effort of this sys- 
tem to maintain an adequate blood pressure. 


The increase in capillary permeability found in 
animals after destruction of the adrenal cortex 
and finally the development in these animals of a 
state very similar to hematogenic shock in man, 
has led some to believe that hematogenic shock is 
primarily due to underactivity of the adrenal cor- 
tex. This argument is strengthened by the fact 
that similar findings are present in cases of Ad- 
dison’s disease. Certainly the evidence is con- 
vincing enough that, for the present at least, adre- 
nal cortical substance should be administered with 
the hope that an apparently irreversible state of 
hematogenic shock may show a favorable re- 
sponse. 


To illustrate the progress that has been made 
in our understanding of hematogenic shock and 
to summarize the present-day concept of the 
pathological physiology, I wish to quote some 
definitions that were important in the past and 
some that are important today: Benjamin Trav- 
ers (1826) defined hematogenic shock as “‘A spe- 
cies of functional concussion by which the influ- 
ence of the brain over the organ of circulation is 
deranged or suspended.” Gross (1872) said 
“Shock is a manifestation of a rude unhinging 
of the machinery of life.’ Minot and Blalock 
(1940) stated that “Shock is peripheral circula- 
tory failure resulting from a discrepancy in the 
size of the vascular bed and the volume of the 
intravascular fluid.” Harkins, in the same year, 
defined hematogenic shock as “An oligemia ini- 
tiated by traumatic local fluid loss, either whole 
blood, plasma, or both ; accompanied by decreased 
cardiac output, diminished volume flow, lowered 
venous pressure, decreased oxygen consumption, 
arteriolar vasoconstriction, acapnia, and secon- 
dary blood pressure fall; and perpetuated by a 
summation of these factors and possibly hyper- 
potassemia, increased generalized capillary per- 
meability, anoxia, action of tissue metabolites and 
deficiency of adrenal cortical hormone. 
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Diagnosis 

In the diagnosis of impending hematogenic 
shock the severity of the trauma, its duration, 
evidence of dehydration, history of exposure to 
cold and an estimation of the amount of blood or 
plasma loss are all important factors in deciding 
whether or not the injured is likely to develop 
shock. Determination of the hematocrit and se- 
rum protein content is helpful in watching the 
course of the syndrome but because of its pro- 
gressive nature frequent blood examinations are 
necessary for adequate observation. This proce- 
dure is, of course, too time-consuming to be prac- 
tical if a large number of injured people are to be 
cared for. It is important to correct a common 
impression that low arterial pressure is the first 
sign of hematogenic shock, for a blood pressure 
within normal limits may be maintained to with- 
in a few minutes before death. Weakness, dizzi- 
ness, decreased acuteness of sensation, cloudy 
sensorium, subjective coldness, decreased body- 
temperature, cold moist ashen skin, low arterial 
pressure, sighing respiration, rapid pulse, and 
“tic tac” heart sounds are important clinical find- 
ings. Observation of the mental state, the appear- 
ance of the skin and estimation of the adequacy 
of the peripheral blood flow are the best clinical 
guides to the severity of the condition. A moist 
ashen skin accompanied by low arterial pressure 
and cold extremities means arteriolar and venu- 
lar constriction secondary to a significant reduc- 
tion in blood volume. In this stage, treatment is 
very necessary and unless the response is rapid, 
the prognosis is grave. On the other hand, the 
presence of low arterial pressure and a pale, 
warm or only slightly cool skin in a patient with 
no decrease in blood volume does not indicate a 
grave prognosis for the condition is due to vaso- 
dilatation and tends to recover spontaneously or 
responds favorably to vasoconstrictor drugs. He- 
matogenic shock must be differentiated from con- 
gestive cardiac failure, ectopic tachycardia, car- 
diac tamponade and sudden myocardial infarc- 
tion. 


Treatment 


In the treatment of patients with extensive 
burns or other types of serious trauma, preven- 
tion of hematogenic shock is, of course, very im- 
portant. This is effected largely by the prompt 
control of hemorrhage and the prevention of fluid 
loss from the skin or the gastrointestinal tract. 
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In surgical patients the prevention of dehydration 
pre-operatively and postoperatively is very im- 
portant. Recent studies have shown that during 
major operations, the patients lose an average of 
1000 c.c. of blood by hemorrhage and 1,460 gm. 
of water insensibly. Major manipulative and op- 
erative procedures during hematogenic shock are 
contraindicated, except when necessary to close 
sucking chest wounds or in those rare cases 
where such procedures are necessary to prevent 
further loss of intravascular fluid. 


Once hematogenic shock has actually devel- 
oped, prompt treatment should be administered. 
Even a few minutes delay may mean the differ- 
ence between life and death to the injured indi- 
vidual. He should be kept as comfortable as pos- 
sible. Immediate transportation to a hospital is 
very important. Early sedation, elevation of the 
feet and conservation of body temperature are 
indicated. 


The application of excessive heat in an attempt 
to “warm up” the patient is contraindicated for 
it tends to cause peripheral vascular dilatation 
and thus defeat the protective effort of the vaso- 
constrictive mechanism. The administration of 
stimulants and vasospastics is of no value. Alco- 
hol is definitely contraindicated. Adrenalin, so 
commonly used, is not only superfluous because 
the blood adrenalin is already high, but may do 
harm by causing excessive vasoconstriction of 
vessels supplying nourishment to the vital centers. 


Fluids by mouth have no effect on the arterial 
pressure, but hot drinks, especially coffee, are ad- 
vocated by some. Their value seems very ques- 
tionable. Intravenous treatment with isotonic 
crystalloids (sodium chloride and glucose) is of 
little value because they soon leak out through the 
damaged capillary walls. Glucose, however, is of 
some value in protecting the liver against glyco- 
gen depletion and damage from toxins absorbed 
from burned tissues. Both these crystalloids may 
be dangerous because of their action in diluting 
the serum proteins and thus decreasing the os- 
motic pressure. Hypertonic crystalloids are of 
benefit early because of their favorable influence 
on intravascular osmotic pressure, but soon be- 
come dangerous because of the opposite effect 
after they have passed through the hyperperme- 
able capillary walls. Whole blood, plasma, ascitic 
fluid, concentrated human serum-albumin and 
synthetic blood substitutes administered intrave- 
nously are the most important part of the treat- 
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ment. Plasma is considered preferable to whole 
blood in most cases, extreme hemorrhage and 
carbon monoxide poisoning being definite excep- 
tions because of the need for functioning red 
blood cells. 


The rate of intravenous administration of 
whole blood or blood substitutes will vary from 
200 c.c. to 2,000 c.c. per hour depending upon 
various circumstances. In general the more rap- 
idly the circulatory fluid has been lost, the more 
rapidly it should be replaced provided treatment 
is started promptly. Slower administration is in- 
dicated in patients with heart disease and in those 
where treatment has been delayed until blood di- 
lution has occurred. Patients in shock should be 
closely watched, for too rapid intravenous admin- 
istration is likely to cause further decline in cir- 
culatory efficiency. The optimal dosage of plasma 
or whole blood will vary with the individual case. 
Some may require only 500 c.c. while others may 
require several liters. Various formule have 
been advocated for estimating the required dosage 
of plasma. 


The methods described by Black’ and by Har- 
kins* are simple and practical. With Black’s 
method the plasma dosage in c.c. is determined by 
using the formula 


500) 
X = (5 ——) 1000. 
Hb.) 


With Harkin’s method the calculated dosage for 
adults is 100 c.c. of plasma for every point the 
hematocrit is above the normal of 45. In cases 
with hypoproteinemia an additional 25 per cent is 
given for every gram of plasma protein level be- 
low 6 Gms. For children the dosage is calculated 
the same way but varied proportionately to the 
body weight, the average adult body weight being 
figured as 70 Kg. After the initial plasma admin- 
istration, hematocrit determinations are made as 
frequently as clinical judgment indicates and 
more plasma is administered as needed. If facili- 
ties for hemoglobin or hematocrit determinations 
are not at hand, careful clinical observation of 
the general appearance, mental state, pulse, res- 
piration and adequacy of peripheral blood flow 
will furnish ample indication of need for more 
plasma. 


In the presence of extreme cardiac weakness 
where slow administration and small dosage is 
indicated the concentrated blood substitutes are 
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of course preferable. However, if severe dehy- 
dration is present, large amounts of concentrated 
blood substitutes are said to be contraindicated 
because of their tendency to further deplete the 
tissues of fluid. 

Plasma albumins?:*:* obtained from domestic ani- 
mals have been successfully used as blood sub- 
stitutes in humans and in experimental animals. 
Further improvement in the quality of the mate- 
rial and in the efficiency of manufacture will be 
necessary, however before it can be extensively 
used. 

Gum acacia (6 per cent) has approximately the 
same viscosity as plasma and for theoretical rea- 
sons should be of value. Actually, it is quite dan- 
gerous because of its antigenic properties and its 
tendency to be deposited in the reticuloendothelial 
system and cause damage to vital organs, espe- 
cially the liver. However, if other blood substi- 
tutes are not available, it should be used as a life 
saving measure. 

Isinglass, as a blood substitute, was first intro- 
duced by Taylor and Waters® of Toronto. In a 
recent personal communication, Dr. Taylor stated 
that they now have a much better preparation 
than that reported in their last paper. It has been 
used extensively on experimental animals and to 
date on more than fifty patients with no toxic 
effects. As a result of various tests and his clini- 
cal experience he believes it to be a very satis- 
factory blood substitute. 

Pectin, as a blood substitute, was first intro- 
duced by Hartman, Shelling, Harkins and 
s3rush.* Because of its availability, its simplicity 
of preparation, its high viscosity and osmotic 
pressure, the absence of pyrogenic and antigenic 
properties and because of the exceptional success 
which has accompanied its use in actual practice, 
it is probably the best synthetic blood substitute 
known. 

Oxygen when used in conjunction with re- 
placement of the circulating fluid is of value in 
combating the low oxygen consumption and tis- 
sue anoxia. It is best administered by means of 
an oxygen mask. 

Adrenal cortical extract should be used espe- 
cially in cases which have apparently advanced 
to the irreversible stage of the syndrome. Re- 
cent reports seem to indicate that desoxycorticos- 
terone acetate is of no value. Eschatin on the 
other hand as used by Rhoads, Wolff, and Lee’ 
apparently exerted a beneficial effect by decreas- 
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ing the permeability of the capillary walls to the 
plasma protein molecule. 


In summary, let me emphasize the importance 
of distinguishing among the different types of 
shock. The hematogenic type is the most impor- 
tant and may be initiated by any malady which 
causes prolonged oligemia and anoxia. Either of 
these factors no matter how produced causes the 
gradual development of the other. Thus a vicious 
cycle is established in which hematogenic shock 
becomes a self-perpetuating constantly progres- 
sive syndrome. Its prevention and treatiment are 
concerned largely with the maintenance or re- 
establishment of adequate circulating intravascu- 
lar fluid. This can be accomplished by the pre- 
vention of dehydration and the early administra- 
tion of blood or blood substitutes to those patients 
with impending or fully developed shock. 
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PHYSICAL FITNESS IMPROVED 
UNDER WAR CONDITIONS 


The general physical fitness of American college men 
has improved under war conditions if the men studied 
by the department of physical education at Syracuse 
University are typical. 

‘The average physical fitness score at the university 
this year shows a 23-point improvement over last year. 
This year’s score of 114.2 is five points higher than 
the best for any year during which the record has been 
kept. 

Out of every hundred men tested this year eighty- 
eight are as healthy or healthier than the average of 
those tested last year, the college records show. 

The physical fitness rating is essentially an indica- 
tion of strength. Final averages consist of scores made 
on tests of arm, leg and back power, hand grip and 
lung capacity—Science News Letter, October 23, 1943. 





Removal of excess joint fluid may be expedited by 
rest, a low sodium chloride-acid ash diet, and 6 grams 
daily of ammonium chloride orally in divided doses. 

W.S.R.—Detroit Medical News. 
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Diseases of the circulatory system are generally 
well understood. Occasionally, however, difficult 
problems are encountered. Some of these trouble- 
some problems are discussed. It is important to rec- 
ognize and treat left ventricular failure. Muscular 
inactivity may be a factor in the production of edema. 
Chronic constrictive pericarditis, myxedema and em- 
physema of the lungs often simulate myocardial fail- 
ure. Atypical angina pectoris may offer difficulty in 
diagnosis; the differential diagnosis and treatment of 
angina pectoris are discussed. Orthostatic hypoten- 
sion and hyperactive carotid sinus reflex are dis- 
cussed as circulatory conditions causing syncope. 
Finally the physical findings are described by means 
of which coarctation of the aorta is recognized. 


*" Tue purpose of this paper is to discuss a 


number of circulatory conditions the recogni- 
tion or management of which is often difficult or 
troublesome. The problems selected for discus- 
sion can be dealt with by ordinary clinical meth- 
ods; special knowledge and techniques are 
not required. They include several of the fea- 
tures of cardiac failure and of angina pectoris, 
two circulatory disorders which cause syncope 
and finally coarctation of the aorta. 


Congestive Cardiac Failure 


Left Ventricular Failure—One troublesome 
problem concerns the recognition of left ventric- 
ular failure as an indication for treatment for 
cardiac failure. All are familiar with the com- 
mon clinical picture of congestive cardiac failure. 
The distended neck veins, the enlarged liver and 
the edema of the lower extremities are obvious. 
These are signs of failure of the right ventricle, al- 
though we have not been accustomed to think of 
them as such. We usually think of cardiac fail- 
ure as failure of the whole heart, and it is true 
that in the more advanced stages the whole heart 








*From the Department of Internal Medicine of the Univer- 
sity of Michigan Medical School. Read before the Section on 
Medicine, seventy-seventh annual meeting of the Michigan State 
Medical Society, Grand Rapids, September 25, 42. 
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fails. In the earlier stages, however, the cham- 
ber which is subject to the greatest strain first 
shows signs of weakness. 


Cardiac failure begins much more commonly 
with failure of the left ventricle than with failure 
of the right.2’ The strain is primarily on the left 
ventricle in hypertension, and in most cases of 
myocardial infarction and of lesions of the aortic 
valve. In many cases of arteriosclerotic heart dis- 
ease the left ventricle fails first. Failure of the 
left ventricle causes passive congestion of the 
lungs. Their vital capacity is reduced. Fatigue 
and exertional or nocturnal dyspnea are the com- 
mon symptoms. There are usually rales at the 
lung bases, and cardiac enlargement can often be 
detected. Auricular fibrillation may occur. Any 
two of these five symptoms and signs are indica- 
tions for treatment for cardiac failure just as 
definite as edema and other signs of right ven- 
tricular failure. The treatment should include 
digitalis, a period of bed rest followed by restric- 
tion of activities, a low salt diet, and a reducing 
diet for those who are overweight. 


Venous Return and Muscular Contraction.— 
The edema of cardiac failure is due in part to in- 
creased systemic venous pressure.*1:??24 The re- 
turn of venous blood to the thorax is accom- 
plished chiefly by the intermittent pressure of 
muscles on the veins, the result of varying tone 
and of voluntary and involuntary contrac- 
tions.*°?? The importance of contraction of the 
muscles of the lower extremities in maintaining 
venous flow and preventing thromboses in post- 
operative surgical cases has been emphasized re- 


cently. Does this have any application to cardiac 
failure? 


In cardiac failure any sudden increase of ve- 
nous return to the thorax might be disastrous. 
After recovery from cardiac failure, however. 
edema of the legs sometimes returns if the pa- 
tient sits quietly with his feet on the floor. Ele- 
vation of the feet, active contraction of the mus- 
cles of the lower extremities, and a little walk- 
ing*? help to prevent edema from this cause. 


The Value of Hospital Management.—When 
should a patient be hospitalized for cardiac fail- 
ure? Cardiac failure can be treated in the home 
but, like surgical operations, it can usually be 
managed better in the hospital. As a general rule, 
unless the arrangements at home are ideal, hos- 
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pitalization is indicated. Patients sometimes im- 
prove in the hospital when they have failed to im- 
prove at home under almost identical treatment. 
There are several explanations for this :—the re- 
lief from the emotional disturbances and prob- 
lems of the home, the better management of the 
more complicated programs of diet and medica- 
tion, and the enforcement of absolute bed rest. 
Too commonly the patient on bed rest at home 
goes to the bathroom and spends part of his 
time in a chair. A few patients do not tolerate 
bed rest, developing edema of the lungs and ve- 
nous thromboses when confined to bed. 

There are several conditions which simulate 
congestive cardiac failure, but which do not re- 
spond to treatment for cardiac failure. Correct 
diagnosis, then, is essential. 


In chronic constrictive pericarditis the findings 
may resemble those of congestive failure due to 
mitral stenosis or arteriosclerotic heart disease or 
of cirrhosis of the liver. Some of the features 
of constrictive pericarditis which aid in the diag- 
nosis are as follows. In spite of tremendous 
edema and shortness of breath upon exertion 
these patients can often breathe comfortably 
while lying flat. The apex impulse is frequently 
felt as an early diastolic shock accompanied by a 
protodiastolic gallop sound. The pulse is some- 
times paradoxical, weak during inspiration and 
stronger during expiration. The systemic ve- 
nous pressure is greatly increased above the nor- 
mal, and yet the heart is seldom appreciably en- 
larged. A careful physical examination usually 
leads to the correct diagnosis. X-rays often yield 
valuable information, showing deposits of calcium 
in the pericardium or diminished cardiac pulsa- 
tions. Finally electrocardiograms sometimes fail 
to show the changes in the electrical axis which 
occur normally upon change of posture, but this 
is not often decisive diagnostically. Chronic con- 
strictive pericarditis does not usually respond to 
medical treatment and pericardiectomy must of- 
ten be performed. 


Myxedema sometimes leads to dilatation and 
failure of the heart resembling in most respects 
the congestive failure of arteriosclerotic heart dis- 
ease.©> The cardiac complications may dominate 
the picture and the myxedema may not be recog- 
nized. Like the other manifestations of myx- 
edema, the cardiac complications respond in a 
very gratifying manner to thyroid administra- 
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tion, but not to any other form of treatment. It 
is essential then that the myxedema be recognized. 
In the treatment, it is usually better to give rel- 
atively small doses of thyroid, as large doses 
sometimes cause anginal pain and are often not 
well tolerated in other respects.?* 


Emphysema of the lungs may lead to cor pul- 
monale, but it sometimes causes shortness of 
breath and edema of the lower extremities in the 
absence of demonstrable abnormality of the 
heart.’*** It is important to determine if the 
heart is affected and this usually requires the aid 
of the x-ray and electrocardiogram.’® Digitalis 
does not help, it may even be harmful, unless 
the heart is abnormal. 

Nephritis with edema and nutritional edema 
are not likely to give difficulty in diagnosis. 


Angina Pectoris 


Atypical Angina Pectoris——The recognition of 
angina pectoris when it is atypical and the dif- 
ferentiation of non-cardiac conditions causing 
pain like that of angina are problems which are 
sometimes exceedingly troublesome. 

The characteristic symptoms of angina pec- 
toris are well known. The substernal location of 
the pain, its frequent radiation to the left shoul- 
der, arm or neck, and its relation to exertion and 
emotion are important. Slight discomfort or op- 
pression, if otherwise characteristic, is just as 
significant as severe pain. 

Some patients have atypical symptoms or do 
not describe them in the usual way. The pain 
may be atypical in its location, radiation or rela- 
tion to exercise. The diagnosis may be in doubt. 
In such cases it is often helpful to reproduce an 
attack. This may be done by having the patient 
exercise or smoke if this brings on the pain, or by 
having him breathe an atmosphere poor in oxy- 
gen,”* or by the administration of epinephrine 
subcutaneously. The reproduction of the pain 
by any of these methods points strongly to its 
anginal nature. Electrocardiograms should be 
taken, if possible, before, during and after the 
pain. The appearance during the pain of trans- 
ient changes resembling those of acute myocardial 
infarction is further evidence that it is anginal.?° 
The failure to demonstrate such changes does not 
rule out angina pectoris. Furthermore the changes 
should be pronounced to be significant as minor 
changes may be produced in normal individuals 
by the methods mentioned. 
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Reproduction of anginal pain by any of these 
methods and especially by epinephrine is accom- 
panied by a small risk of death or other serious 
consequences. They should not be employed un- 
less the diagnosis remains in doubt after careful 
examination and the use of other diagnostic meas- 
ures. The risk involved in reproducing the pain 
is less, however, than that entailed by the failure 
to make the correct diagnosis and to institute the 
proper treatment. When inducing the pain it is 
well to have nitroglycerine at hand and to use it 
if the pain is severe or prolonged. 


Conditions Simulating Angina Pectoris. — 
There are several conditions which give rise to 
symptoms resembling in many respects those of 
angina pectoris. Intrathoracic tumors and an- 
eurysms are recognized by careful examination 
and x-ray. Disease of the biliary tract can usual- 
ly be recognized by observation of an attack and 
by means of the x-ray. Disease of the esophagus 
—spasm, ulcer or diverticulum—may cause pain 
similar to that of angina ;* the pain is likely to be 
related to swallowing and the disorder can often 
be shown by the x-ray. Pain caused by spasm in 
the biliary tract or in the esophagus is sometimes 
relieved by nitroglycerine, so that the response to 
this drug is not completely specific. 

Arthritis of the cervical spine sometimes causes 
pain over the precordium and in the arm.®18 The 
pain may be felt in the interscapular region, too, 
but not beneath the sternum. It may be brought 
on by exertion of some particular type or by cer- 
tain movements of the spine, especially inclining 
the head laterally with the neck in hyperextension. 
Reproduction of the pain by this maneuver while 
the patient is at rest suggests its spinal origin. 
Furthermore the pain is not brought on by emo- 
tion. Usually there are sensory changes and 
there is sometimes tenderness over the articula- 
tion of the posterior articular processes of the 
7th cervical and 1st thoracic vertebre. X-rays 
often demonstrate disease of the spine, usually 
hypertrophic arthritis. 


Treatment.—The treatment of angina pectoris 
is based on three fundamental facts. First, the 
pain of angina is an expression of inadequate 
coronary circulation, usually the result of arterio- 
sclerotic narrowing.? Second, the occurrence of 
the pain carries with it the threat of injury to 
the myocardium, of abnormal cardiac rhythm and 
of sudden death. Finally, while the sclerotic nar- 


896 


CIRCULATORY DISEASE—BARKER 


rowing is progressive and irreversible, it is irreg- 
ular or patchy in distribution so that it is often 
possible for a collateral circulation to develop.’ 


The purpose of treatment is to prevent the pain 
or to relieve it promptly when it occurs, to pro- 
tect the heart from injury and to promote the 
development of a collateral circulation. While the 
patient’s activities should, if possible, be re- 
stricted so as to avoid bringing on the pain, it 
is often advisable for him to indulge in such phys- 
ical activity as he tolerates without pain; walk- 
ing, golf and mild exercise of other types are to 
be encouraged if they do not cause symptoms. 
The reason for this is that a collateral circula- 
tion is more likely to develop if there is a de- 
mand for it, and exercise as tolerated increases 
the demand. If the patient cannot avoid some ef- 
fort which is likely to bring on the pain, he should 
take nitroglycerine immediately before the exer- 
tion in order to prevent the pain. If the pain oc- 
curs he should stop and rest and take nitroglycer- 
ine in order to relieve it promptly. Theophyllin 
is indicated, it dilates the coronary arteries and 
increases the tolerance for exertion. Distention of 
the stomach is accompanied by a reduction of cor- 
onary blood flow,**? and for this reason large 
meals are to be avoided and exertion soon after 
meals. Those who are overweight should reduce 
gradually by diet until somewhat underweight ; 
this reduces the work of the heart materially. 
These measures are often sufficient. 


Sometimes, however, a more drastic restriction 
of activities is necessary, or even a period of bed 
rest. Absolute bed rest for several weeks, just as 
in acute myocardial infarction, is indicated (a) 
at the very onset of the symptoms of angina, (b) 
whenever the pain becomes suddenly much more 
severe or more easily induced, or (c) whenever 
there is prolonged pain not relieved by rest or 
nitrites even though not accompanied by signs of 
inyocardial infarction such as fever, leukocytosis, 
pericardial friction or electrocardiographic 
changes. In other words the patient is treated 
very much as though he had acute myocardial 
infarction, including prolonged bed rest, when- 
ever there is sudden development or sudden in- 
crease in the degree of coronary narrowing. The 
reason for this, of course, is that it may be pos- 
sible to protect the heart from injury or to pre- 
vent myocardial infarction while a collateral cir- 
culation is developing. 


Alcohol injections and surgical methods for 
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interrupting the nervous paths through which the 
pain is transmitted are rarely indicated. When 
they are indicated, however, by the failure of 
more conservative measures to give relief from 
intolerable pain, they usually give very gratify- 
ing results. They relieve the pain, but it is doubt- 
ful if they alter the underlying disease mechan- 
ism. 


Conditions Causing Syncope 


The occurrence of fainting attacks sometimes 
gives rise to very troublesome problems in diag- 
nosis. 


Orthostatic Hypotension.—Because orthostatic 
hypotension is relatively uncommon, it often is 
not recognized. Its recognition, however, is not 
difficult, and simple treatment is usually effect- 
ive.” The patients suffer from weakness, faint- 
ness or giddiness upon standing. Often they col- 
lapse and lose consciousness. Prompt relief oc- 
curs upon lying down. The condition is recog- 
nized by finding a pronounced fall in both sys- 
tolic and diastolic blood pressures when the pa- 
tient changes from the recumbent to the erect 
posture. A slight drop may occur in normal in- 
dividuals and is not significant. As a rule the 
pulse rate does not increase as it does normally. 
The condition is often associated with tabes dor- 
salis or other disease of the nervous system. 
There is failure of the normal sympathetic vaso- 
motor reflex to cause constriction when the sub- 
ject stands. Treatment gives complete relief in 
many cases. Small doses of paredrine, ephedrine 
sulfate or benzedrine sulfate are often effective. 
Elevation of the head of the bed on a chair so 
that the whole bed slants, the so-called “head-up” 
bed, also is usually helpful.*” 


Hyperactive Carotid Sinus Reflex —In normal 
subjects mechanical stimulation of the carotid 
sinus produces either no fall in the systemic blood 
pressure or a fall of less than 10 mm. Usually 
there is little or no slowing of the heart. In pa- 
tients with hypertension or arteriosclerosis these 
responses are more common and somewhat more 
pronounced. In a few individuals the carotid si- 
nus reflex is hypersensitive. They complain of 
spontaneous attacks of dizziness or fainting, of- 
ten without warning. In these patients pressure 
upon the carotid sinus induces dizziness, fainting 
and, if sufficiently strong or prolonged, convul- 
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sions.” Stimulation of the carotid sinus causes 
three types of response: (a) sudden, marked car- 
diac slowing or standstill with or without a fall 
in blood pressure, (b) pronounced fall in blood 
pressure, and (c) disturbances in cerebral cir- 
culation without cardiac slowing or fall in blood 
pressure.2° Some patients, but not all, have 
aneurysmal dilatation of the sinus or a tumor 
pressing upon the sinus, but these are not the 
sole causes of hyperactivity of the reflex. A 
systolic murmur over the vessel is heard in some 
cases. 


In many of these patients the symptoms are 
produced by some definite cause of pressure upon 
the region of the carotid sinus, such as wearing a 
high, tight collar, a wifely embrace, massage of 
the neck by the barber in applying the after-shave 
lotion, et cetera, although the patient may not be 
aware of the relation of the causative agent to his 
fainting. These causative agents should be avoid- 
ed. Some patients are relieved of their symptoms 
by atropine or belladonna, which abolishes the 
cardiac slowing but not the fall in blood pressure. 
Epinephrine abolishes both effects. In some cases 
surgical section of the carotid sinus nerve or 
denervation of the sinus is indicated. 


Stokes—Adams Syndrome.—There is evidence 
suggesting that in some patients with fainting due 
to pronounced slowing or standstill of the ven- 
tricles accompanying heart block the attacks are 
due to hyperactive carotid sinus reflex rather than 
‘to organic changes in the His bundle.” 


Coarctation of the Aorta 


Coarctation of the aorta is a rare condition. It 
causes hypertension in the upper extremities and 
upper part of the body.’*® The hypertension is 
recognized, but often not the underlying coarcta- 
tion of the aorta, and the patient is sometimes re- 
garded as having essential hypertension. Now 
that operations are being performed for essen- 
tial hypertension in young individuals it is espe- 
cially important that these cases of coarctation 
be recognized. 


If the examiner would routinely palpate the 
femoral and dorsalis pedis and posterior tibial 
pulses, at least in all patients with hypertension, 
he would find a few cases in which these pulses 
were very weak or imperceptible. Further inves- 
tigation would then reveal in some of these cases 
other signs characteristic of coarctation. Some- 
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times the pulsation, thrills and murmurs over the 
collateral circulation, which is by way of the 
internal mammary and intercostal arteries and 
the arteries about the scapulz, give the first clue 
to the correct diagnosis. There is often an ap- 
preciable lag of the femoral as compared with the 
radial pulse.2® Occasionally the roentgenologist 
recognizes in a chest film the irregularity of the 
lower edges of the ribs due to erosion by the en- 
larged intercostal vessels, sometimes accompanied 
by slight enlargement of the heart or abnormality 
of the aorta; he may then make the diagnosis 
when it was not suspected clinically. In some pa- 
tients, especially youths, the x-ray findings are 
meager or absent. The cardiac manifestations 
like the changes in the small arteries of the eye 
grounds and elsewhere are much less pronounced 
than in essential hypertension. A careful exam- 
ination should lead to the correct diagnosis. Treat- 
ment, if indicated, is like that of essential hyper- 
tension, but splanchnicotomy is probably not in- 
dicated. 

Summary 


Several troublesome problems in circulatory 
disease have been discussed. They can be dealt 
with by ordinary clinical methods. The subjects 
discussed include some of the features of cardiac 
failure and of angina pectoris, two circulatory 
disorders which cause fainting attacks, and co- 
arctation of the aorta. 
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GRANT OF $75,000 MADE 
TO AID WAR MEDICINE 


A grant of $75,000 has just been made for collecting 
up-to-the-minute information on war medicine and mak- 
ing it available to members of the medical profession. 
The money is provided by the Johnson and Johnson 
Research Foundation to the National Academy of 
Sciences and the National Research Council. 


This grant is made to help overcome one of the 
greatest difficulties in medicine today: that of provid- 
ing adequate current information to the medical officers 
of the armed services both in this country and abroad, 
and of making the experiences of war medicine avail- 
able to civilian physicians. 


The project will be administered by the Division of 
Medical Sciences of the National Research Council, un- 
der the chairmanship of Dr. Lewis H. Weed. Various 
medical reports, both civilian and military, from al] 
parts of the world will be culled for pertinent infor- 
mation. Bulletins containing current advances in medi- 
cal practices and medical research which are not 
military secrets will be issued. Studies which cannot be 
released now will be carefully held for later release. 
Science News Letter, October 23, 1943. 





Congenital cysts are developmental errors. The sub- 
lingual and submental or mental regions which form 
the floor of the mouth are built up from so many 
embryonal structures that deformity is likely to occur ir 
regions of such intense activity. W. H. JoHNnstTon 
M.D., Annals of Otology, Rhinology and Laryn 
gology. 
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This paper considers the classification of prepara- 
tions of digitalis according to their chemical state; 
the mechanisms of action of digitalis; the indications 
and contraindications according to the type of cardiac 
disease, the degree of failure and the rhythm which 
is present, and the principles and methods of admin- 
istration of digitalis. 


* You are all familiar with the uses of digitalis. 

Nevertheless, it may be worthwhile to review 
the subject because in the last few years there have 
been numerous additions to our knowledge of the 
chemical composition and inter-relationships of 
various types of preparation of digitalis, its mech- 
anisms of action, the indications and contraindi- 
cations for their use, and their dosage. It is my 
purpose to present a brief summary of current 
views on these aspects of therapy with digitalis. 

The whole leaf of Digitalis purpurea, the plant 
from which most preparations of digitalis are 
made, contains only 1 per cent of materials 
which act upon the heart. The remainder consists 
of saponins and other impurities. By means of 
certain chemical processes substances called gly- 
cosides may be obtained. These are the cardio- 
active principles of digitalis. The glycosides of 
Digitalis purpurea are named digitoxin, gitoxin, 
and gitalin. Aside from the powdered digitalis 
leaf and the tincture which are prepared from the 
whole leaf, most “purified” preparations of Digi- 
talis purpurea are mixtures of these three glyco- 
sides. The proportion of each depends on the 
particular chemical method employed. “Digalen,” 
“Digifortis,” “Digitan,” “Digifolin,” ‘“Digitora’ 
ind others are mixtures of this type. The exact 
mount of each glycoside in such mixtures cannot 
be determined readily because of the great diffi- 
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culty of separating and isolating them. Therefore, 
the potency of each “batch” of the material used 
in the preparation of tablets and ampoules must 
be determined by one of the methods of bio-assay. 
“Digitaline Nativelle” on the other hand is, in all 
probability, pure crystalline digitoxin and, since 
its composition is practically constant, bio-assay is 
not necessary and the dosage is expressed in 
milligrams instead of in cat or frog units. “Ver- 
odigen” is probably pure gitalin and its dosage 
may likewise be expressed in milligrams. 

Digitalis lanata, another plant of the digitalis 
family, has been studied extensively recently. It 
yields its glycosides more easily than Digitalis 
purpurea so that milder chemical processes may 
be used. They precipitate as a mixture of three 
crystalline glycosides, Lantosides A, B, and C. 
These so-called “genuine” glycosides contain an 
extra sugar and acetyl group. If these are re- 
moved, Lanatoside A becomes digitoxin, Lanato- 
side B becomes gitoxin, and Lanatoside C be- 
comes digoxin, a glycoside not present in Digi- 
talis purpurea. In contrast to the mixtures of 
the latter’ plant, the glycosides of Digitalis lanata 
may be separated from each other by compar- 
atively simple processes. In this manner it has 
been determined that the percentage of each frac- 
tion is essentially constant in different lots of the 
powdered leaf. Therefore the mixture is of con- 
stant composition and potency, and bio-assay is 
unnecessary. The mixture is marketed as “Digi- 
lanid,” and the Lanatoside C fraction as “Cedi- 
lanid.” 

The glycosides of digitalis, strophanthus, squill 
and a number of other substances with a digitalis- 
like action are closely related in chemical struc- 
ture. They all possess a fundamental similarity 
in their action upon the heart, but differ consid- 
erably in the degree, rapidity, and persistence of 
action. 

Turning next to the mechanism of action of 
digitalis, it is now believed that this is due chiefly 
to a direct effect on the cardiac muscle. It causes 
the heart to contract more forcibly resulting in an 
increased output at each stroke. The ventricles 
are emptied more completely and therefore the 
size of the heart tends to decrease. Because the 
smaller heart consumes less oxygen and other ma- 
terials and is able to put out more blood, its 
mechanical efficiency is increased. The congestion 
caused by back-pressure behind the failing heart 
is relieved, and the clearing of pulmonary and 
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peripheral edema decreases the load under which 
the heart is laboring. In auricular fibrillation or 
flutter an additional action is the interference 
with conduction of impulses between the auricles 
and ventricles. This is due partly to stimulation 
of the vagus nerve, and partly to a direct depress- 
ing action on the auriculoventricular bundle. 
Some of the weaker impulses are blocked and so 
the heart slows. Another factor in the slowing is 
the direct action of digitalis in decreasing the 
irritability of the ventricular muscle so that it 
does not respond to some of the impulses which 
may escape the blocking action upon the A-V 
bundle. However, the most important factor in 
the eventual slowing to a normal rate is achieved 
indirectly through the improvement in the func- 
tion of the myocardium caused by the direct stim- 
ulating effect of digitalis. The old concept which 
considered that the blocking action of digitalis 
was its important effect and that, because of the 
consequent slowing, the heart was enabled to re- 
cover from a State of failure, offered no valid ex- 
planation for the relief of cardiac failure which 
occurs in cases in which a regular sinus rhythm 
is present, and in which improvement may occur 
in the absence of appreciable cardiac slowing. It 
was responsible for the erroneous idea that still 
prevails among some physicians that digitalis is 
of benefit only when auricular fibrillation is pres- 
ent. 


There have been some changes, too, in our 
ideas concerning the indications and contraindi- 
cations to the use of digitalis. First, let us con- 
sider the influence of the degree of impairment 
of cardiac function upon our decision as to wheth- 
er digitalis is indicated. For many years the pres- 
ence of heart failure characterized both by pul- 
monary congestion due to failure of the left ven- 
tricle and by venous engorgement, hepatomegaly, 
ascites, and peripheral edema due to failure of 
the right ventricle has been known to be an in- 
dication for the use of digitalis. It has been 
known for some time that it is beneficial also 
when the signs are entirely or predominantly 
those of failure of the left ventricle. Such pa- 
tients may be relieved of attacks of paroxysmal 
nocturnal dyspnea. -It is now generally considered 
to be advisable to administer digitalis to patients 
who show no findings of frank congestive failure 
of either ventricle but whose cardiac reserve is 
limited to such an extent that dyspnea is caused 
by activities which are necessary particularly 
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from an economic standpoint. This should not be 
interpreted as meaning that digitalis is a substi- 
tute for careful: regulation of a patient’s activities 
so that he stays so far as it is possible within the 
limits imposed by his cardiac disease. However, 
many of these patients are able to lead more use- 
ful and enjoyable lives when digitalis is given to 
them. Since the chief manifestation of diminished 
cardiac reserve is dyspnea, and since dyspnea is 
a subjective sensation which may be caused or 
modified by several factors other than cardiac dis- 
ease—namely, general lack of physical fitness, 
obesity, anemia, pulmonary disease, and concom- 
itant cardiac neurosis, the physician, before using 
digitalis, must carefully evaluate the symptom of 
dyspnea and be certain that cardiac disease is 
present and accountable for at least part of the 
dyspnea. If no benefit is obtained, after the pa- 
tient has received an amount which should satis- 
factorily digitalize him, it should be stopped. Dr. 
Henry A. Christian has gone a step further in 
recommending its use in adults who have no lim- 
itation of exercise tolerance but whose hearts are 
either enlarged or may be expected to become en- 
larged due to the presence of hypertension or val- 
vular lesions. It is his clinical impression that 
digitalis tends to prevent or retard the process of 
cardiac enlargement with its disastrous sequelz. 
This is difficult to prove, and so cannot be con- 
sidered as a definitely established use for digi- 
talis. 


Next let us consider the indications and con- 
traindications according to the etiologic types of 
heart disease. In the presence of some degree of 
impairment of myocardial function, digitalis is 
useful in most instances regardless of etiology. 
While, at one time it was agreed that only cer- 
tain types were benefited, it is now well estab- 
lished that patients with arteriosclerotic, hyper- 
tensive, rheumatic, syphilitic, and other less com- 
mon types of heart disease are all helped to some 
degree and should receive digitalis unless some 
contraindication exists. In the presence of acute 
myocardial infarction digitalis should be used 
only when a considerable degree of failure is 
present or is threatened by some special circum- 
stance such as the co-existence of rapid auricular 
fibrillation, flutter, or auricular tachycardia. It 
must always be given with especial care. Acute 
rheumatic carditis, myocardial involvement asso- 
ciated with various other acute infections, and 
thyrogenic heart disease should be treated in a 
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similar fashion. Digitalis is contraindicated when 
diphtheritic myocardial degeneration is present. 
When the heart is compressed by a large peri- 
cardial effusion or by constricting sheaths of fi- 
brous or calcified tissue its output is decreased, and 
the further drop in output which digitalis may 
cause in a normal or smaller-than-normal-sized 
heart may have serious consequences. In “beri- 
beri heart disease” and in the infrequent instances 
of myxedema in which cardiac failure is due to 
the myxedema and not to associated types of 
heart disease, digitalis is not beneficial; thiamin 
and other members of the vitamin B group should 
be used in the former, and thyroid extract in the 
latter. 


In speaking of the indications and contraindi- 
cations according to the cardiac rhythm, I am 
assuming that some degree of failure is present 
and am limiting this discussion to the influence 
of the cardiac rhythm upon the use of digitalis, 
not in the treatment of the arrhythmia per se, but 
in the treatment of the associated cardiac fail- 
ure. As mentioned before, the direct action of 
digitalis upon the myocardium is its most impor- 
tant action. It follows from this that it is useful 
practically regardless of the cardiac rhythm. 
Whether sinus rhythm, auricular fibrillation, 
auricular flutter, auricular tachycardia, or perma- 
nent complete heart block is present digitalis 
may be expected to help in the alleviation of as- 
sociated cardiac failure. Partial heart block was 
once thought to be an absolute contraindication 
because of the danger of increasing the degree of 
block and converting the partial block to a com- 
plete one. While this can occur, nevertheless in 
many instances the impaired conduction depends 
upon changes in the myocardium due to the fail- 
ing circulation, and by improving this digitalis 
may cause the block to disappear. Therefore, 
when it is certain that the block is not due to an 
excess of digitalis, and when cardiac failure de- 
mands its use, the patient should be gradually 
digitalized, with frequent observations of the car- 
diac rate. The presence of ventricular tachycar- 
dia contraindicates the use of digitalis because of 
the danger of its inducing ventricular fibrillation. 


In regard to the dosage of digitalis, it must be 
emphasized from the start that this is a matter to 
be decided largely by the response of the indi- 
vidual patient. For a considerable number of 
years it was thought that it was always desirable 
to employ as large a dose as the patient could tol- 
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erate, and that to determine this one should give 
the drug to the point of early toxic symptoms. 
The present view at which Withering himself fi- 
nally arrived, is that a patient may do equally well 
with more moderate doses, and that the optimal 
level is best determined by looking for the ap- 
pearance of favorable effects upon dyspnea, heart 
rate, edema, urinary output, et cetera. This 
should not be interpreted as endorsing the use of 
small or “tonic” doses, but rather that the effect- 
ive level of saturation of the heart muscle may 
be lower in some patients than in others, and that 
one should therefore employ optimal rather than 
maximal doses. In general, the greater the sever- 
ity of failure, the more digitalis is required, and 
in very severe failure it may be necessary occa- 
sionally to follow the old rule of giving the drug 
to the point of early toxic symptoms. The more 
severe or active the myocardial damage the lower 
will be the level at which toxic effects from digi- 
talis may occur. Fortunately, the severity of fail- 
ure frequently does not parallel the severity of 
myocardial damage, as in the case of recent myo- 
cardial infarction without much cardiac failure, 
or conversely, in that of a patient with hyperten- 
sive heart disease who recovers from severe fail- 
ure and whose myocardial function remains com- 
paratively good for a considerable number of 
years. Therefore, these two factors, the severity 
of failure and the severity of myocardial damage, 
must be considered separately in gauging the re- 
quired dose. 


You have all read reports and probably have 
had cases which demonstrated the greater potency 
of digitalis assayed according to U.S.P. XI 
standards as compared with U.S.P. X. The for- 
mer is about one and one-half times more potent. 
U.S.P. XII digitalis will be intermediate in po- 
tency. The average amount of U.S.P. XII digi- 
talis for full digitalization in adults is 18 grains. 
In the majority of instances patients should be 
digitalized gradually, and when appreciable 
amounts of digitalis have been taken during the 
preceding two weeks a gradual method must al- 
ways be employed. One to 2 grains are given 
three times a day until therapeutic response or 
toxic effects appear. When, after deducting about 
1 grain for each day of therapy to allow for the 
excretion or using up of this amount, the amount 
calculated as remaining in the body reaches 18 
grains, the average patient will be completely dig- 
italized. Some patients will be digitalized before 
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this amount is given. Others will require some- 
what more. However, when and if 18 grains has 
been given in addition to amounts deducted to al- 
low for excretion and destruction, one should be 
especially watchful for toxic effects and, if thera- 
peutic results have not appeared, should begin to 
suspect that some factor opposing the action of 
digitalis is present. Such factors include marked 
myocardial damage, usually indicated by a con- 
siderably enlarged heart or a long history of car- 
diac failure; hyperthyroidism; the presence of 
fluid in the pleural or peritoneal cavities ; and ac- 
tive rheumatic myocarditis. The amount required 
for maintenance also varies among individual pa- 
tients, but will average about 1% grains daily 
with U.S.P. XII digitalis. 


When the patient’s failure is very marked and 
when he has not received digitalis in the preced- 
ing two weeks, more rapid digitalization is indi- 
cated. Here one must choose between oral and in- 
travenous therapy. The essential difference in re- 
sults obtained is that the initial effects from digi- 
talis which is given intravenously appear within 
five to fifteen minutes, whereas the effects from 
large oral doses of most preparations appear in 
about three hours. The full effect by either route 
is attained at about the same time, somewhere be- 
tween twelve and twenty-four hours. It is quite 
infrequent that this difference in initial action is 
a deciding factor in the patient’s recovery, and 
intravenous therapy is further militated against 
because it carries a greater risk of toxic reactions. 

In regard to methods of rapid digitalization by 
the oral route, the following suggestions are 
made. Using U.S.P. XII standards, the full digi- 
talizing dose of Digitalis purpurea preparations 
will be about 18 grains in the average adult. 
From one-third to one-half of this amount may 
be given as the initial dose. This may be followed 
by doses of 2 or 3 grains every six hours 
until the therapeutic effects or toxic symptoms ap- 
pear, or until the amount totals 18 grains. From 
this point on the rate of administration should be 
slower because one is near the full dose and also 
because the six-hour interval does not allow suffi- 
cient time for the full therapeutic and toxic ef- 
fects of the preceding dose to develop. There is, 
therefore, some danger that overdosage may re- 
sult if this rate of administration is continued. In 
the average case, one to one and one-half grains 
given three times daily is a reasonable rate for a 
continuing dosage in these cases. It should be em- 
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phasized that patients digitalized by this method 
must be watched carefully, especially during the 
first twenty-four to forty-eight hours, toxic 
symptoms inquired about and preferably the pa- 
tient examined before each succeeding dose is 
given. If one desires to use “digilanid” the ini- 
tial dose is from seven to ten tablets, followed by 
two to three tablets every six hours. Although 
exact comparisons of potency cannot be made, 
about twenty tablets of “digilanid” constitute an 
average full digitalizing dose. The same precau- 
tions and “tapering off” scheme should be used. 
“Cedilanid” may be given in an initial dose of 
4.0 mg., which is equal to eight tablets, and con- 
tinued in a dosage of 1.0 mg. every six hours as 
described above. The full digitalizing dose for 
cedilanid lies somewhere between 8-10 mg. 
When one considers that from 1.6 to 2.0 mg. 
constitute a full digitalizing dose when cedilanid 
is given intravenously, it is apparent that much of 
its activity is lost during the process of absorp- 
tion from the gastro-intestinal tract. Gold} has 
recently described a single-dose oral method using 
1.26 mg. of digitaline nativelle. His patients re- 
sponded rapidly and experienced very few toxic 
symptoms. 

While most digitalis preparations may be given 
subcutaneously or intramuscularly, the intrave- 
nous route is preferred because of quicker action, 
and because it may be irritating when given by 
the two former routes. In the cases in which in- 
travenous digitalis therapy is deemed necessary 
and in which Digitalis purpurea or mixtures of 
the purpure glycosides are to be used, the initial 
dose should be from 4 to 6 cat units accompanied, 
if possible, by an oral dose of 2 to 3 grains. Due 
to unavoidable inaccuracies in bio-assay meth- 
ods, individual variation in the requirements and 
tolerance for digitalis, and the rapidity and com- 
pleteness of the action of digitalis which is given 
intravenously, it is not advisable to continue in- 
travenous doses of these preparations up to the 
level of full digitalization. Therefore, it is recom- 
mended that after the initial intravenous dose, a 
program of oral digitalization should be insti- 
tuted continuing with doses given every six hours 
as previously described. In general, because of 
the greater accuracy in measurement by weight 
of crystalline material it is preferable to use such 





tGold, H.: Studies on purified digitalis glycosides. IV. The 
single dose method of digitalization. J.A.M.A., 119:928, 
(July 18) 1942. 
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Political Medicine 


Thoroughly discussed at the 78th Annual Session 
of the Michigan State Medical Society and its excellent 
Postgraduate Conference on War Medicine, which I 
am sure was enjoyed and proved scientifically prof- 
itable to the 1713 Doctors of Medicine who attended, 
was the Wagner-Murray Bill (S. 1161) to provide 
medical care by the government. 


While we are fighting a harsh and bitter war to 
preserve our democracy and the American way of life, 
the Wagner-Murray Bill would make one man in 
Washington, D. C., the dictator of the health of 110,- 
000,000 people in these United States. This one man 
would become the absolute czar of medicine. His 
job would be to develop and maintain the most gi- 
gantic bureaucracy that this country or the entire 
world has ever known. He would be given $3,000,- 
000,000 initially to implement the scheme. 


$3,000,000,000 is enough money to hire every doctor 
in America at a salary of $5,000 a year; to hire every 
bed in every privately operated hospital every day in 
the year at the rate of $5 a day; to pay $2.50 a day 
every day in the year for each bed in government- 
owned hospitals; to spend over $250,000,000 a year 
for medicine and supplies, and still leave $500,000,000 
for political jobholders. 


If ever there was a time in the history of organized 
medicine in Michigan, it is now that we need a sol- 
idarity of our membership. It is a time to lay aside 
petty local grievances and utilize every means we 
have to combat this foreign, sinister scheme against 
American Medicine—and against every one of us who 
practices medicine. 

Now that we are aroused, let us inform the people 


and redouble our efforts to defeat the Wagner-Murray 
Bill in our national Capital. 


CRAG oP 


President, Michigan State Medical Society. 
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NOT “TOO LITTLE AND TOO LATE” 


™ One important lesson we should learn from 

the obstetric-pediatric program is that it is too 
late to forstall or influence a service program if 
we wait until it has been written into the acts 
of Congress. We must not be lulled into passive 
quietude by statements that the Wagner-Murray- 
Dingell bill does not have a chance to pass. That 
is just the attitude the proponents of socialism 
wish. When that comes, a bill or bureaucratic 
order will be issued, and it will be too late. 

We must be on guard, and must express our 
opinions to our legislators. 





TRENDS AND A LITTLE HISTORY 


™" Do you remember not many years ago there 

was a long report on the Costs of Medical Care? 
Some of us were somewhat disturbed by its im- 
plications, but these soon passed, and life went 
along as before. Time passed. Then came Sena- 
tor Wagner and his bill of a few years ago. The 
American Medical Association was concerned and 
called a Special Session of the House of Dele- 
gates, the first ever to be called. 

That session and its aftermath of political activ- 
ity of the members of the medical profession and 
their friends stayed the hand of the mighty and 
his bill died. But not for too long. Soon 
there began to appear news items, special articles 
by columnists and feature writers in the press 
and the popular magazines telling all and sundry 
what awful people the doctors of medicine were. 
The picture was grim, and practically all the 
articles were of the ‘anti’ strain. Stories and spe- 
cial articles favorable to the profession were con- 
spicuous by their absence. The bogey of the great 
Medical Trust of Chicago was ever present. The 
tight association of the members to control prac- 
tice and plans was presented in an unlovely aspect. 

Then came the charges against the American 
Medical Association, The Medical Society of 
the District of Columbia, and certain officers. A 
Grand Jury was called and charges made therein. 
But this was a strange Grand Jury. A Grand 
Jury is supposed to hold secret deliberations and 
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the American Medical Association. 


sift charges to find out whether there is sufficient 
evidence to warrant a trial. The defendant is 
not allowed to appear ; in fact, is not supposed to 
know that there is any action being taken. But 
during that Grand Jury investigation the prose- 
cuting officers went up and down the country 
telling what dreadful things they were “proving” 
against the medical profession in the Grand Jury. 
Then came the indictment and later the trial 
before juries that could be nothing else but prej- 
udiced after all the adverse publicity. 

There was a verdict, an appeal and a final 
verdict from the Supreme Court of the United 
States. Considering the charges, the penalty was 
ridiculously small—$2,500, and was paid. That 
verdict took the life and pugnaciousness out of 
It found 
that under its organization its activities are very 
much restricted. They cannot enter into many 
of the activities that we wish. For instance, the 
profession, as expressed at the House of Dele- 
gates of the AMA last June, wishes a bureau of 
information at Washington, and some activity 
along certain economic lines, but that cannot be. 


The organized medical profession, as _ repre- 
sented by its great society, was curbed, but the 
time was not yet quite ripe! What of the prac- 
ticing part of the profession? Congress placed 
a rider on a vital emergency appropriation bill 
providing the means to find out how far the 
profession was prepared for the ultimate slaugh- 
ter. The perfect trial balloon would be a meas- 
ure that looked ultrapatriotic and ultraappropri- 
ate, a measure to which there could be no objec- 
tion without placing the objectors in a position of 
being disloyal to the war program. The mater- 
nal-pediatric aid to families of enlisted men was 
ideal for the purpose. And many of the states 
adopted the measure without stopping to think 
what might be the hidden motive or what the 
final result would be. But some state medical 
societies asked to be shown. When “thirty-seven 
or thirty-eight states” had accepted, a majority of 
the profession was placed in the position of 
accepting an invasion of their very right to inde- 
pendent practice, and the time was ripe for the 
grand coup. 

On June 3, 1943, Senator Wagner introduced 
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his bill, No. S. 1161, the so-called Wagner-Mur- 
rav-Dingell bill. This bill will definitely put an end 
to the private practice of medicine in the United 
States. And why should it not be passed and 
put into effect? It has been demonstrated that 
the profession can be cowed. It can be made to 
appear as a monster to the people, can be convict- 
ed in the courts as a business union in restraint 
of trade, can be made to accept without too much 
opposition an invasion into its sacred right to 
practice medicine in the American way as free 
individuals. The next step is simply one of ex- 
tending what has already been accomplished. 
That step may not be taken just at this time, but 
the stage is set, and the trap ready to spring. 

What to do? 

“We now know the intent of Congress,” as 
Dr. Edward Dailey of the Children’s Bureau told 
the Council at Detroit, Thursday, September 23, 
1943. The intent of Congress should be the in- 
tent of the American people, and we believe the 
American people are not yet ready to be led into 
bondage, if they know what is happening. It is 
our duty and privilege to tell them just what is 
happening, and what is in store for them. Pub- 
licity kills subversive moves. We must tell our 
story at every opportunity, and we must make 
those opportunities. One of our County Medi- 
cal Societies has prepared a model letter to be 
written and sent to twenty-five personal influen- 
tial patients by every member telling the story 
of the Wagner-Murray-Dingell bill. That is 
leadership of a constructive nature. We need 
more of it. 


In opposing the administration of the obstetric- 
pediatric service as being forced upon us by the 
Children’s Bureau, we are not opposed to this 
service being provided. These women and chil- 
dren are our own patients, our own people, and 
we believe they are entitled to even more than is 
contemplated by the bureau. A surgical opera- 
tion or a protracted illness is just as much a ca- 
tastrophy to these families’ financial status as the 
birth of a baby, and the same aid should be pro- 
vided. But to have offered all such service at 
once in the manner now being enforced by the 
Children’s Bureau would have been too obvious 
an invasion of the time-honored practice of medi- 
cine in the American way. The profession wants 
to and will help, even if it is necessary to render 
this service without cost. It would be plainly 
insane to oppose the rendering of this service, 
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because these families will be our patients for 
the rest of their lives, and we wish for them only 
the best of service. That is what we are trying 


to render. We have suggested ways and means 
to provide for this help, and more help, but our 
method was refused by the Bureau. We believe 
we are not called upon to sacrifice our profession- 
al birthright in order that dreamers may operate 
a plan that bears the earmarks of Naziism. 





PRESIDENT 


™ Claude R. Keyport, M.D., of Grayling, is Presi- 

dent of the Michigan State Medical Society. 
He was inducted into office, September 22, at 
Detroit. Dr. Keyport succeeds to the presidency 
during a period in medical progress and medical 
evolution that will call for the utmost in leader- 
ship and counsel. Problems of profound impor- 
tance must be decided. His apprenticeship has 
been such that we look for true statesmanship. 
He was selected because of his qualities and we 
look forward with confidence. 





PRESIDENT-ELECT 


" Andrew S. Brunk, M.D., who has practiced 

medicine since 1909, came to Michigan in 1923 
opening a surgical hospital on Martin Place. 
He has always been keenly interested in organized 
medicine, and has served as President of Wayne 
County Medical Society and as Councilor for that 
district of the Michigan State Medical Society. 
He has been chairman of the Council for three 
years of intense activity and has rendered un- 
grudging service. He was a member of the 
Executive Committee during the formation period 
of Michigan Medical Service and has been on 
that board throughout its existence, also serving 
as chairman of the Medical Advisory Committee 
and on the Executive Committee. 


In addition, he has served on the board and 
executive committees of Michigan Hospital Serv- 
ice. 


His opportunities of service have been many, 
always accepted willingly and always fulfilled in 
a most satisfactory manner. We expect for 
him a satisfying term as President of the Michi- 
gan State Medical Society. 
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COUNCILOR 


Eldwin Roy Witwer, M.D., of Detroit was 
elected Councilor of the 16th District, succeeding 
Andrew S. Brunk, M.D., whose term automati- 
cally expired upon his election as President-Elect. 
Dr. Witwer graduated in medicine in 1914 and 
specialized in Roentgenology. He is a member 
of the American Roentgen Ray Society, and the 
American College of Radiology. He is secretary 
of the Wayne County Medical Society, of the De- 
troit Roentgen Ray and Radium Society, and 
president-elect of the Radiological Society of 
North America. 

He has been active in County Society affairs 
and has served creditably as Delegate to the State 
Society. Wayne County will still be well repre- 
sented. 





OTHER ELECTIONS 


=" P. L. Ledwidge, M.D., was re-elected Speak- 

er of the House of Delegates. He has proved 
himself a resourceful and popular officer and de- 
serves this recognition. He has been an inspira- 
tion and a challenge in carrying on his official 
duties. The Society is assured the benefit of 
his talent another year. 


Ellery A. Oakes, M.D., of Manistee, was elect- 
ed Vice Speaker of the House of Delegates. He 
graduated in 1925 and early assumed active par- 
ticipation in medical activities. He will make 
an able assisfant to the Speaker. 


A. H. Miller, M.D., Gladstone; Oscar D. Stry- 
ker, M.D., of Fremont, and W. H. Huron, M.D., 
of Iron Mountain, were re-elected as Councilors 
from their respective districts. They have been 
devoted officers faithfully attending to their du- 
ties as councilors and punctual in attending meet- 
ings. The Council and Society will profit much 
from their continued activity. 


L. G. Christian, M.D., of Lansing, and Frank 
E. Reeder, M.D., of Flint, were re-elected Dele- 
gates to the American Medical Association. These 
gentlemen have served several years and have 
served our interests well. 

Ralph H. Pino, M.D., of Detroit, and Howard 
H. Cummings of Ann Arbor were elected alter- 
nates. Dr. Pino has served in this capacity be- 
fore. 

Vernor M. Moore, M.D., of Grand Rapids is 


the new Chairman of the Council. His service 
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EDITORIAL 


on the Council and as Chairman of Finance has 
been a long and useful training. He will make a 
good chairman. 

Ray S. Morrish, M.D., of Flint is the new 
Chairman of Publications. He has served several 
years on the Council and has a flair for medical 
writing. 

E. F. Sladek, M.D., of Traverse City is retained 
as Chairman of the County Societies Committee. 
He has been active and his presence on the 
Executive Committee has been a great service of 
support and encouragement. He always attends 
meetings, frequently at great sacrifice of time 
and energy. 

C. E. Umphrey, M.D., of Detroit is the new 
Chairman of Finance. We look forward to a 
successful year. There are decided problems to 
be met, growing out of the fewer number of pay- 
ing members and greater expense. 

Otto O. Beck, M.D., of Birmingham is re- 
tained as Vice Chairman of the Council. His 
services have been freely and graciously given. 





GROWING PENICILLIN 


A way to extend the benefits of penicillin to more 
civilians, by growing the mold in dressings for wounds, 
is suggested by Dr. George H. Robinson and Dr. Jas. 
E. Wallace, of Allegheny General -Hospital in Pitts- 
burgh. (Science, October 8.) 

When penicillin, the potent germ-fighting remedy 
from mold, is given by injection into a vein, a concen- 
trated and purified preparation must be used. Difficul- 
ties in large-scale production of this purified, concen- 
trated penicillin limit its use, except in extreme cases, 
to the sick and wounded among our armed forces. 


A crude, less concentrated product, however, can 
be used in treating wounds, sinus infections, boils, gon- 
errhea and other infections of the skin and mucous 
membranes, the Pittsburgh doctors believe. 


Their method is to saturate gauze with a solution 
of yeast, sugar, starch and glycerin, to provide food 
for the penicillin-producing mold. This gauze is then 
sterilized and inoculated with the mold and used as 
dressing for infected wounds. ‘The mold apparently 
grows and produces enough crude penicillin on the 
dressing to overcome the infection in certain cases. 


One patient reported had had acute osteomyelitis and 
periostitus of the bone in his right upper arm for two 
weeks. Sulfa drugs had not given relief. Within 
three hours after the mold-inoculated gauze dressing 
was “planted” over the wound, there was less pain. 
In 10 days the patient was discharged from the hos- 
pital clinically well. 


Another patient with a large furuncle on the back 
of his neck was treated with a similar dressing and 
by injection into the open crater of the furuncle of 
crude liquid penicillin prepared by the doctors. Within 
three days the patient was relieved of all discomfort 
and the wound was healing. 

The method is now being used in treating three other 
patients, one with abscesses on the back and the others 
with osteomyelitis of the legs, and the patients are get- 
ting well.—Science News Letter, October 23, 1943. 
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POPOL LOLOL aa 


S. 1161—THE SIGN AT THE CROSSROADS 


ABOLISHING 
Private Medical Practice 


or 
$3,048,000,000.00 


of 
Political Medicine Yearly 
in the United States 


- A factual analysis of the Medical and Hos- 
pitalization provisions of the Wagner-Murray 
Senate Bill 1161 and an explanation of some 
of their implications 


FOREWORD 


On June 3, 1943, Senator Robert F. Wagner, 
of New York—for himself and Senator James 
Murray of Montana—introduced in the Sen- 
ate, Bill 1161. 


If the recommendations are enacted into 
law, they will destroy the private practice of 
medicine in the United States. 


The definition of purposes is couched in the 
language of the true humanitarian. (See page 
598.) The principles enunciated as a guide to 
administration are sound and ethical. The ac- 
tual motivations need not be discussed. The 
facts speak for themselves. The proposals are 
of such magnitude and of such sinister menace 
that, practically, they are incomprehensible to 
an American. 


The processes proposed and the mechanisms 
indicated are designed to act as the catalyst in 
transforming a rapidly expanding Federal bu- 
reaucracy into an all-powerful totalitarian 
state control. Human rights as opposed to 
State slavery is the issue. 

The accompanying treatise is confined to 
the medical and hospitalization provisions of 
the proposed legislation. The general implica- 
tions are incomparably broader. Unless a tidal 
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wave of protest forewarns the sponsors, this 
Bill or similar proposals will be enacted into 
law. 


For too long, a semi-complacent medical 
profession, too proud really to protest, too 
overworked and overburdened with war re- 
sponsibilites to give adequate consideration to 
basic problems, has contented itself with the 
sophistry “It can’t happen here.” 


It is happening—now. Wartime fervor and 
preoccupation and wartime confusion are be- 
ing used to obscure the true meaning of the 
moves. The issue is being forced. The settle- 
ment will be final. Doctors—informed—under- 
standing—unified—can be the deciding factor 
in this final determination. 


Herein an attempt is made to reduce to 
comprehensible terms the actual meaning of 
these incredible proposals. Appraise the facts 
—reach your own conclusions. Under condi- 
ditions as they now exist, you have a moral 
and a legal right to them. Tomorrow? Tomor- 
row is another day. 


TOTALITARIAN MEDICINE IN THE 
UNITED STATES 


Senate Bill 1161 * 


Senate Bill 1161 makes provision for free 
general medical, special medical, laboratory 
and hospitalization benefits for more than one 
hundred ten million people in the United 
States. 


It proposes placing in the hands of one man 
—the Surgeon General of the Public Health 
Service—the power and authority— 


1. To hire doctors and establish rates of 

pay—possibly for all doctors. 

To establish fee schedules for services; 

To establish qualifications for specialists ; 

To determine the number of individuals 

for whom any physician may provide 

service; 

5. To determine arbitrarily what hospitals 
or clinics may provide service for pa- 
tients. 


eal set 


The provisions are so sweeping that, if en- 
acted into law, the entire system of American 
medical care would be destroyed. Immediately 
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following are pertinent paragraphs of the Bill 
which create the machinery and provide the 
funds for these truly revolutionary procedures. 

The Bill provides for the establishment of 
a “Unified Social Insurance System.” It pro- 
vides for tax payments from and insurance 
benefits for: 


a. Practically every employed person in the 
United States; 
b. Every self-employed person. 


It is estimated that these provisions of the 
Bill would add approximately 25,000,000 per- 
sons to the 37,000,000 now carrying social se- 
curity cards. The Bill provides that: 


a. Sec. 960—Every employer shall 
pay a tax on wages paid to indi- 
viduals (up to $3,000 per year) 
> .ciiycinebhakonwbienecee shes 6% 
b. Sec. 961—Every employe shall 
pay a tax, deducted from wages 
on earned income, up to $3,000 
A, i eee error rrr rer 6% 
Total from payrolls. ... .....66<0.5: 12% 
c. Sec. 963—Every self-employed in- 
dividual shall pay a tax on the 
market value of his services up to 


SOROS wer WON, GE o.oo sce ceccass 7% 
d. Sec. 962—Federal, state and municipal 

employes (under certain condi- 

tions) shall pay a tax of ...... 31% 


It has been estimated by the Treasury De- 
partment that, broadening the base of Social 
Security taxpayers and beneficiaries, as above 
outlined—with existing rates (total 5%) 
would raise $5,000,000,000.00 of revenue an- 
nually. On this basis the total annual revenue 
from Bill 1161 rates would be Twelve Billion 
Dollars ($12,000,000,000.00). 





The Decision Is Up to You— 
Right Now! 


1—You can demand a continuation of the 
practice of Medicine under the concept of 
The American Way with the assurance 
of the continuing progress in the science 
of Medicine and in the art of Medical prac- 
tice; or 


2.—You can refuse to be concerned about S. 
1161, the Wagner-Murray Bill; thus fail- 
ing to assume your part of the responsibil- 
ity for the practice of Medicine in the 
future of the United States. 
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If you wish to act in this crisis 
this is what you can do: 


1.—Obtain full knowledge and complete un- 
derstanding of S. 1161 by writing immedi- 
ately to the two United States Senators 
from California, Hiram W. Johnson, 
Washington, D. C., and Sheridan Downey, 
Atherton, California, asking them to send 
to you copies of S. 1161. 


2.—After studying this proposed change in 
Medical practice in the United States lend 
your full codperation in every effort to 
maintain the practice of Medicine accord- 
ing to the American way, if that is your 
decision; or work as actively for the estab- 
lishment of a political system of Medicine 
if that be your decision. 
You are simply urged to become fully 
aware of this powerful movement for tre- 
mendous change and to act vigorously in 
accordance with your decision. 
The decision is up to you; your action is a 
responsibility that you owe the people of 
the country and the profession of which 
you are a part. 


The Bill provides: (Section 969) the establish- 
ment of a trust fund to be known as “Fed- 
eral Social Insurance Trust Fund.” Into this 


fund all Social Security taxes would be paid 
—$12,000,000,000 annually. 


The Bill provides: (Section 913) 

a. There is hereby established within the 
Trust Fund a separate account to be 
known as “The Medical Care and Hospi- 
talization Account” ; 

b. The managing Trustee shall credit to 
this account— 

1. One-fourth of the contributions paid, 
in accordance with sections 960 and 
961 respectively, of this Act. 

2. Three-sevenths of the contributions 
paid, in accordance with Sections 963, 
964 and 965 respectively, of this Act. 


In such manner, on the basis of the above 
estimates, a minimum of Three Billion Dollars 
($3,000,000,000) each year would be trans- 
ferred from the Trust Fund to the Medical 
Care and Hospitalization Account. 


The Bill provides: (Section 901) that (a) 
every insured individual and (b) every de- 
pendent entitled to benefits shall be entitled 
to receive general medical, special medical, 
laboratory and hospitalization benefits. Ini- 
tially 30 days of hospitalization is provided. 
If funds are available this can be increased 
to 90 days each year. 
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ADMINISTRATION 


The Bill provides (Section 903) : 


a. 


b. 


The Surgeon General of the Public 
Health Service is hereby authorized and 
directed to take all necessary and prac- 
tical steps to arrange for the availability 
of the benefits provided under this title. 
In carrying out the duties imposed upon 
him by subsection (a) of this section, 
the Surgeon General is hereby author- 
ized to negotiate and periodically to re- 
negotiate agreements or cooperative 
working arrangements with appropriate 
agencies of the United States, or of 
any state or political subdivisions there- 
of, and with other appropriate pub- 
lic agencies, and with private persons 
or groups of persons, to utilize their 
services and facilities and to pay fair, 
reasonable, and equitable compensation 
for such services or facilities, and for 
the Trust Fund to receive reimburse- 
ments for services rendered with re- 
spect to individuals in circumstances un- 
der which benefits are not authorized un- 
der this title, and to negotiate and peri- 
odically to renegotiate agreements or co- 
Operative working arrangements for the 
purchase or availability of supplies and 
commodities necessary for the benefits 
provided under this title; and, after ap- 
proval by the Social Security Board, to 
enter contracts for such services, facili- 
ties, supplies and commodities. 

The Surgeon General shall periodically 
notify the Board of obligations incurred 
under contracts entered into by him in 
accordance with the provisions of this 
section and to whom such obligations ob- 
tain. Thereupon, the Board shall author- 
ize and certify disbursements from the 
Trust Fund to meet such obligations, and 
such certified disbursements shall be paid 
from the Trust Fund. 


The Bill provides: (Section 904)—There is 


hereby established 


a National Advisory 


Medical and Hospital Council, to consist of 
the Surgeon General and sixteen members 
to be appointed by the Surgeon General. 


This council has no authority. The Surgeon 
General selects and appoints the members. It 
can advise. All authority and power are vested 
in the Surgeon General. 


The Bill provides (Section 905): 


1. 
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Any physician qualified by a State can 
furnish medical service in accordance 
with such rules and regulations as may 
be prescribed (by the Surgeon General). 


2. 


10. 


11. 


12. 


Every individual shall be permitted to 
select his own doctor or to change such 
selection in accordance with such rules 
and regulations as may be prescribed (by 
the Surgeon General). 

The Surgeon General shall publish the 

names of general practitioners who have 

agreed to furnish service. 

Services which shall be deemed to be 

specialist services shall be those so desig- 

nated by the Surgeon General. 

General practitioners must recommend 

services of specialists. 

Payments to physicians may be made— 

a. According to a fee schedule approved 
by the Surgeon General; 

b. On a per capita basis—the amount 
being according to the number of in- 
dividuals on physicians lists; 

c. Ona salary basis, whole or part time; 

d. A combination or modification of 
these bases, as approved by the Sur- 
geon General. 

Specialists may be paid on the basis of 
salary (whole or part time) per session, 
fee for service, per capita or other basis 
or combinations. 
The Surgeon General may prescribe 
maximum number of individuals for 
whom any physician can provide service. 
The Surgeon General may distribute the 
available patients among the available 
doctors on a pro rata basis. 
In each area the provision of general 
medical benefits for all individuals enti- 
tled to such benefits shall be a collective 
responsibility of all qualified general 
practitioners in the area who have un- 
dertaken to receive such benefit. 


HOSPITALS 


The Bill provides (Section 907) : 


a. 


The Surgeon General shall publish a list 
of institutions found by him to be partic- 
ipating hospitals. 

(The term “participating hospital” means 
an institution found by the Surgeon Gen- 
eral to afford professional service, per- 
sonnel, and equipment adequate to pro- 
mote the health and safety of individuals 
customarily hospitalized in such institu- 
tions and to have procedures for the 
making of such reports and certificates 
as the Surgeon General and the Social 
Security Board may from time to time 
require. 

(The term “hospitalization benefit” 
means an amount, as determined by the 
Surgeon General after consultation with 
the Council and after approval by the 
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Social Security Board; Not less than $3 
and not more than $6 for each day of 
hospitalization; not in excess of thirty 
days, which an individual has had in a 
period of hospitalization; and not less 
than $1.50 and not more than $4 for each 
day of hospitalization in excess of thirty 
in a period of hospitalization; and not 
less than $1.50 and not more than $3 for 
each day of care in an institution for the 
care of the chronic sick. 


SUMMATION 


This is the method—clause by clause—by 
which sole responsibility for the medical care 
and hospitalization of more than 110,000,000 
people is placed on one man, the Surgeon Gen- 
eral of the Public Health Service. 

In such manner—step by step—section by 
section—is created the machinery to place in 
the hands of one man, the Surgeon General of 
the Public Health Service, the expenditure of 
$3,000,000,000 annually. 


FINANCIAL ASPECTS 


Hlow much is Three Billion Dollars? What 
can be done with it? What can be accom- 
plished? The potential can be understood only 
by comparisons, 

For the ten-year period from 1924 to 1933, 
both years inclusive, the total revenue of the 
Government of the United States, from all 
sources, was $35,412,944,.412—or an annual 
average of $3,541,294,441. 

The Bill, if enacted into law, would provide 
general medical and special medical care, lab- 
oratory tests and hospitalization for approxi- 
mately one hundred ten million people. The 
Surgeon General of the Public Health Service 
is authorized and instructed to make such 
services available. 

It is estimated that, at the present time, 
there are in the United States, available for 
civilian practice, 120,000 effective physicians. 
With three billion dollars the Surgeon General 
could— 


a. Allocate 20% for admin- 
istration costs ........ $ 600,000,000.00 

b. Hire every effective phy- 
sician in the United 
States at an average sal- 
ary of $5,000 a year 

c. Buy every available bed 
in every non-government 
owned hospital (368,046) 
365 days each year (134,- 
336,790 hospital bed- 
days) at $5.00 per day.. 
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600,000,000.00 


671,683,950.00 





d. Pay $2.50 per day for 
each and every govern- 
ment owned hospital bed 
(1,051,781) 365 days in 





the year (383,900,065 
hospital bed-days) ... 959,750,162.50 
e. Spend for drugs and 
re 168,565,887.50 
$3,000,000,000.00 
® 


MEDICAL EDUCATION 


In addition to the above 


The Bill provides (Section 1111): 

“For the purpose of encouraging and aiding 
the advancement and dissemination of 
knowledge and skill in providing benefits 
under this Act and in preventing illness, dis- 
ability, and premature death, the Surgeon 
General is hereby authorized and direct- 
ed to administer grants-in-aid to nonprofit 
institutions and agencies engaging in research 
or in undergraduate or postgraduate profes- 
sional education. 


“For the purposes of this subsection there 
shall be available, for each calendar year be- 
ginning with the calendar year 1944, an 
amount equal to 1 per centum of the total 
amount expended for benefits from the 
Trust Fund, exclusive of unemployment in- 
surance benefits, or 2 per centum of the 
amount expended for benefits under Title 
IX after benefits under that title have been 
payable for not less than twelve months, 
whichever is the lesser, in the last preceding 
fiscal year. 


“Such grants-in-aid, in such amounts and 
for payment at such times as are approved 
by the Surgeon General, shall be certified 
for payment by the Social Security Board 
to the Managing Trustee who shall pay 
them from the Trust Fund to the designated 
institutions or agencies.” 


Assuming that out of the $3,000,000,000— 
$600,000,000 is spent for administration and 
$2,400,000,000 is paid out in benefits—and that 
this measure is taken—the Surgeon General 
would have 2% of this sum or $48,000,000 each 
year to spend for medical education and medi- 
cal research. 

s 


WHAT COULD BE DONE? 


With the amount available, the 
General could— 

a. Assume the total costs of 
operating the 66 accredited 
medical colleges in the United 
EE ic aah ae eae $21,491,248 
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b. Subsidize 22,000 medical stu- 
dents to the extent of $700 
per year for a period of four 


ree ere 15,400,000 

c. Spend for other research each 
i Lthskex tea eedeeaeds waewe 11,108,752 
$48,000,000 

OR 

a. Duplicate all existing medical 
teaching facilities ........... $22,000,000 

b. Pay 20,000 additional medical 

students $700 per year during 
the period of training ....... 14,000,000 
c. Otherwise spend ........ 12,000,000 
$48,000,000 





SENATE BILL NO. 1161 


Frank D. McKay, in a front-page editorial in the 
Michigan Times, October 8, 1943, says in black face 
type: 

“If this bill becomes law—which every American 
who still cherishes his right of self-determination 
hopes it never will—the United States will take a 
major step away from its traditional moorings as a 
free country, and embark actively upon a totalitarian 
régime having its ground work in national Social- 
ism. 

“So drastic and revolutionary is this bill that it 
will take from the average American citizen his 
right of authority over himself as to treatment of 
his life and health. This right the Wagner-Murray 
bill would place entirely in the hands of government. 

“In other words, sickness is to be practically free 
with everything guaranteed except the patient’s re- 
covery. The latter is the only factual benefit not 
guaranteed by the bill. This service is to be ex- 
tended to all who come under the benefits of the 
Social Security law. 

“It is the entering wedge for further and greater 
departures along the road to totalitarian rule. With 
political appointees at the head of the nation’s 
health, it will not be long before a Hitler will pre- 
scribe the nation’s liberties. 

“When and if the Wagner-Murray bill becomes 
law, the individual’s freedom will have passed into 
the limbo of forgotten and abandoned blessings. 
When you can no longer decide what to do with 
and for your own body, you are no longer free. 
You will then have taken a step in the wake of the 
German procession which was lured on by glitter- 
ing and fanciful totalitarian promises, only to be 
destroyed by the one-man rule.” 


* * * 


Mark Foote, from a Washington headline, has had a 
short series of articles dealing with the Wagner-Mur- 
ray bill, appearing in several of our daily papers in 
Michigan, giving to the general public much of the 
same information we have been giving our members 
through THE JourNAL. These articles are worth read- 
ing by our members and their friends. Mark Foote says: 


“The implications of the proposal, however, are far 
wider than their immediate effect on the medical profes- 
sion. ‘They touch the already heavily burdened taxpay- 
er, and are part and parcel of a pattern of socialization 
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of finances, banking, insurance, housing, and even ex- 
tended to federal ownership of land and other real 
estate, and many other phases of ordinary life. 

“The scheme is a natural sequence of events which 
constitutes a sort of creeping paralysis set in motion 
during the last ten years by a certain school of theorists 
and economists whose thinly veiled purpose is to throttle 
private initiative and the profit system and _ substitute 
totalitarian techniques. 

“Always these theorists begin with what they term 
modest proposals. 

“Take the provisions of the bill with respect to 
medical care and hospitalization. They most certainly 
are the beginning of a system of totalitarian medicine in 
this country. They set up the surgeon general of the 
U. S. public health service as the boss or “czar” of 
medical care and hospitalization. He is given threc bil- 
lion dollars to implement the scheme. 

“The surgeon general and the social security board 
jointly shall have the duty of spending and making 
recommendations as to the most effective methods of 
providing dental, nursing and other needed benefits not 
already provided under this title, and as to expected 
costs for such needed benefits.” Does anyone doubt 
what they would recommend ?” 





SHALL WE CHANGE OUR FLAG? 


State medicine—political control of medical service— 
always has meant, always will mean, for the mass of 
people, medical care through and by physicians who are 
politically amenable rather than by those with superior 
abilities and skills. That is the opinion of the medical 
profession and others who oppose the proposal now 
pending in Congress to socialize medicine under the 
label of humanitarianism. 


The proposal is officially listed as Senate Bill No. 
1161. On the surface, it merely provides for the exten- 
sion of social security legislation. In reality, it is a sel- 
fish, ruthless scheme to destroy the liberties of every 
doctor in the nation. Its implications are terrifying to 
thoughtful citizens who see in it a precedent that can be 
used to impose virtual serfdom upon any group whose 
services may next be demanded, for the avowed purpose 
of furthering the “general welfare.” 


If the medical profession can be seized lock, stock, 
and barrel by government, what about the industries 
that clothe, house, feed and transport us? All of them 
are vital. Even the amusement industry is considered 
essential to the war effort. Why not write a law, seize 
the works and call it by its right name—communism ? 


If we want immediate comfort and security badly 
enough to abandon the basic principles of individual 
freedom that have made this nation what it is, we should 
quit pretending to be fighting for democracy and free- 
dom. We are not. We are fighting to be merely com- 
fortable. Instead of the stars and stripes, our standard 
should be a feather bed emblazoned with a plate of food. 
—Industrial News Review, quoted in J. Florida M.A., 
October, 1943. 





PIERROT TO DEVELOP NEW MEDICAL CENTER 


George Pierrot has been appointed executive secretary 
of the Finance Committee for the proposed Medical 
Science Center of Wayne University. 

Pierrot, prominent for many years in the fields of 
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YOU AND YOUR BUSINESS 


HAVE YOU PATIENTS 


WITH ANY OF 
THESE CONDITIONS? 


journalism and public relations, has been director of 
the United Service Organizations in metropolitan Detroit 
for the past seventeen months. For twelve years he 
edited the American Boy, the Youth’s Companion, and 
more recently acted as president and director of the 
World Adventure Lecture Series. 

Questioned concerning the proposed Medical Center, 
Pierrot pointed out that a real need exists in the city 
for such an establishment and added that Detroit is the 
only major city in the United States which does not 
possess an adequate medical educational institution. 
“If this project is carried out as planned,” he said, “it 
will make Detroit outstanding in the field of medical 
education—especially in the field of industrial medicine.” 





STANDING ORDERS FOR NURSES IN INDUSTRY 


The Committee on Industrial Health of the Michi- 
gan State Medical Society has called attention to a 
pamphlet prepared by the Council on Industrial Health 
of the American Medical Association. This is a re- 
print of an article in the Journal of the American Medt- 
cal Association, August 28, 1943, pp. 1247-1249. These 
are valuable standing orders to implement care pending 
the arrival of a physician, and should be modified by 
any industry using them to meet their individual needs. 
This, however, is a wonderful start. 





HEADS MEDICAL WOMEN’S ASSOCIATION 


Dr. Frances MacCraken, instructor in ophthalmology 
at the Wayne University College of Medicine, was elect- 
ed president of the Michigan branch of the American 
Medical Women’s Association at that organization’s con- 
vention held in Detroit last week. 

Dr. MacCraken, who was graduated from the College 
of Medicine in 1921, was the first woman to receive an 
M.D. degree from the College after it was taken over 
by the Board of Education. 


MEMBERSHIP CARDS, IN 1944 


The Michigan State Medical Society is eliminating 
membership certificates, as a wartime measure, to save 
vital paper and especially the scarce pulpwood used in 
the pasteboard protectors in which the certificates are 
mailed. 

The membership card will be continued. It will con- 
tain the phraseology of the certificate. Its small size 
will mean a material saving in scarce paper stock, print- 
ing expemse, and postage—approximately $250.00. 

The codperation of the membership is requested in 
this necessary wartime measure. 





LIQUOR RATIONING IN SICKNESS 


Michigan Doctors of Medicine are being called upon 
to write prescriptions for whisky, brandy, or other 
liquors for certain patients whose conditions require 
the consumption of certain amounts of liquor per day, 
in most cases more than the amount permitted by the 
rationing rules of the Michigan Liquor Control Com- 
mission, 


NOvEMBER, 1943 





Supporting Corset 
shown open, revealing inner 
support which is adjustable 
from outside the corset. Pre- 
scribed for conditions requir- 
ing positive abdominal support. 


Spencer 


Each Spencer Support Is 
Individually Designed, cut 
and made for the one pa- 
tient who is to wear it, to 
meet the specific condi- 
tion. It is guaranteed 
never to lose its shape. 
The Spencer Corsetiere 
keeps in touch with pa- 
tient to relieve the doctor 
of bother regarding fit and 
comfort. 

Spencers are never sold 
in stores. For a Spencer 
Specialist, look in tele- 
phone book under “Spen- 
cer Corsetiere” or write 
to us. 


SPENCE 


Hernia 
Ptosis 
Enteroptosis 
Nephroptosis 


Certain Cardiac 
Conditions 


Intervertebral 
Disc Extrusion 


Sacroiliac or Lum- 
bosacral Sprain 


Spondylarthritis 
Spondylolisthesis 


Fractured 
Vertebrae 


Scoliosis, Kyphosis 
Lordosis 


Osteoporosis 


Postoperative 
Conditions 


Hysterectomy 
Herniotomy 
Appendectomy 
Cesarean Section 
Nephrectomy 
Cholecystectomy 
Colostomy 

Breast Conditions 


INDIVIDUALLY 
DESIGNED 


Abdominal, Back and Breast Supports 


SPENCER INCORPORATED, 


137 Derby Ave., New Haven 7, 
In Canada: Rock Island, Quebec, 
In England: Spencer (Banbury) Ltd., Banbury, Oxon. 


Please send me booklet, “‘How Spencer Supports 


Aid the Doctor’s Treatment.’ 





Conn. May We 
Send You 


Booklet? 











Say you saw it in the Journal of the Michigan State Medical Society 














YOU AND 














The exigencies of wartime production 
have not affected the purity, quality and 
effectiveness of KARO as a milk modifier. 

However, some grocers may be tempo- 
rarily short of either Red label or Blue 
label KARO. 

Since both types are practically iden- 
tical in dextrin, maltose and dextrose con- 
tent, either may be used in all milk 
mixtures. The slight difference in flavor in 
no way affects KARO’s essential value for 
prematures, newborns and infants. 





How much KARO for Infant Formulas ? 


The amount of KARO prescribed is 6 to 8% of 
the total quantity of milk used in the formula— 
one ounce of KARO in the newborn’s formula is 
gradually increased to two ounces at six months. 


CORN PRODUCTS REFINING CoO. 
17 Battery Place + New York, N. Y. 
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YOUR BUSINESS 


The Commission, on September 10, 1943, decided on 
the following temporary arrangement: 


That a Doctor of Medicine may write a prescription 
certifying that the patient (mentioning his or her name) 
is to have X amount of liquor without regard to preyi- 
ous purchases made by the patient on his or her ration 
card. The prescription is to be signed by the physician, 

The patient can then take the prescription to the 
State Liquor Store or the S. D. D. where it will be 
honored. 





OSTEOPATHY IN CALIFORNIA 


General discussion took place concerning the proposals 
that had been communicated to members of the Council 
by some osteopathic physicians and surgeons. 


It was agreed that a committee, consisting of Doctors 
Cline and Dewey, and Mr. Pert, be appointed to draft 
a resolution in which would be incorporated matters 
upon which the Council had come to agreement. The 
following resolution was submitted and adopted: 


WHEREAS, The Council of the California Medical As- 
sociation has been informed that representatives of the 
California State Osteopathic Association have conferred 
with representatives of the California Medical Associa- 
tion concerning plans whereby osteopathic physicians 
and surgeons might secure additional training leading 
to the degree of M.D.; and 


WHEREAS, the representatives of the California State 
Osteopathic Association in conference have expressed 
their intention to: 

(a) Repeal the existing osteopathic initiative; 

(b) Terminate the existence of the College of Osteo- 
pathy in Los Angeles, as a college of osteopathy, and 
make its facilities available to an acceptable university 
for medical teaching; and 

(c) Conclude arrangements with a university to offer 
a special curriculum to which an osteopathic physician 
and surgeon, or a student or intern at the time of 
consummation of such plans, may be admifted; such 
person to receive the degree of M.D. upon satisfactory 
completion of the course; and 


WHEREAS, it appears to the Council of the California 
Medical Association that it would be in the public 
interest to include the osteopathic physicians and sur- 
geons of California with the Doctors of Medicine of 
California; therefore, be it 


RESOLVED, that the Council of the California Medical 
Association approves of the foregoing plan to facilitate 
the merging of the osteopathic physicians and surgeons 
with the doctors of medicine of California; and be it 


RESOLVED, that the Council of the California Medical 
Association, upon fulfillment by the California State 
Osteopatic Association of the intentions herein outlined, 
will recommend that its component county societies open 
membership in the usual manner, to those osteopathic 
physicians and surgeons who have achieved the degree 
of M.D. under this program, and associate member- 
ship to the osteopathic physicians and surgeons who 
have licenses in good standing; and be it further 


RESOLVED, that the Council of the California Medical 
Association will undertake to obtain approval of this 
program by the Council on Medical Education of the 
American Medical Association and the Association of 
American Medical Colleges. 

—Minutes of the Council, California 


State Medical Society, August 22, 1943. 
Jour. MSMS 
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IN SHARP CONTRAST ... 
FOILLE ..° TOUGH—TAN—ESCHAR 


Flexible Coating 


In the local treatment for deeper burns, and especially those about the hands, 
face and flexures, the several demonstrated advantages of Foille have been 


clinically noteworthy. 


The coating produced by Foille is The results under Foille manage- 
found to be ment: 
Soft and flexible Patients suffer less 
Virtually transparent Grafting permitted earlier 
Easily removed Healing effected quickly 
(with saline solution) Reduced scar tissue 


Easily reapplied Lessened contracture 
Because of day-to-day performance in military, civilian and hospital practices, 
there is a steadily growing demand for 


FOILLE 


IN THIRD DEGREE BURNS 
Michigan Distributor 
THE G. A. INGRAM CO. 
4444 Woodward Ave. Detroit, Michigan 


The G. A. INGRAM CO., 4444 Woodward Ave., Detroit, Michigan 
Please send me 1 qt. Foille, price $3.50. 
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GAINS IN POPULATION 
BOOST BIRTHS, DEATHS 


Births in Michigan this year are expected to exceed 
123,000 on the basis of the 61,628 total for the six- 
month period ending with June but may not reach the 
all-time high of 124,069 reported for 1942 by the Michi- 
gan Department of Health. The 1942 record total was 
a gain of 16,571 over 1941. Increase in births, this 
year and last, are in step with population gains. 

Deaths in the state this year may exceed last year’s 
total by nearly 6,000 as compared with a normal annual 
increase of less than a thousand. If deaths exceed 
58,000, as is indicated, a new all-time high will be 
established. Deaths in 1942 totaled 52,737. 





CASE FINDING PROGRAM 
IS BIGGEST IN HISTORY 


The biggest venereal disease case finding program 
in Michigan’s history is part of the state health depart- 
ment’s wartime control effort. Private and public health 
physicians, Selective Service and industrial examiners 
have secured more than 800,000 blood tests since Janu- 
ary 1 and the total for the year will probably exceed 
1,500,000. In 1935, only two million blood tests were 
made in the entire United States. 





COLLECTION OF BLOOD 
FOR PLASMA IS BEGUN 


Collection of donor blood from which plasma is 
processed in the state health department’s Lansing 
laboratories is being carried on in Michigan cities by 
a traveling clinic, the legislature having made $20,000 
available July 1 for purchase of equipment and oper- 
ating expenses for one year. 


Local Red Cross chapters are in charge of arrange- 
ments in cities visited by the clinic, supplying quarters 
and additional nurse personnel, and are operating can- 
teen service. 


Civilian defense requirements have priority for the 
duration of the war on all stocks of processed plasma. 
The department laboratories, where principal reserves 
will be held, also will set aside a supply sufficient to 
meet any conceivable need arising from a nonmilitary 
catastrophe. 


Communrities where blood is furnished by donors will 
set up their own blood plasma reserves, usually in hos- 
pitals, from which local physicians may obtain free 
plasma for treatment of patients in their charge. An 
accounting will be kept of blood furnished in participat- 
ing communities and local reserves will be determined 
and maintained on such basis. 


Nonparticipating communities will be furnished 
plasma as needed if reserve supplies are adequate and 
if such communities are ready to supply blood on call. 
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BIG MALARIA THREAT 
IN KALAMAZOO VALLEY 

Adequate mosquito control measures should prevent 
any future malaria outbreak in Michigan from reach- 
ing epidemic proportions, the state health department 
announces in reporting results of a survey of mosquito 
breeding places in southern counties. Most serious 
malaria threat in Michigan in the future will center 
in the Kalamazoo valley, according to the report. 

Return to Michigan of malaria-infected service men 
has centered attention of public health authorities on 
the problem of mosquito distribution and control. An 
entomologist engaged by the department, working below 
the Muskegon-Bay City line, reports greatest concen- 
trations of malaria-carrying mosquitoes and most likely 
breeding places are found in the Kalamazoo valley. 
The survey will be extended into northern counties 
of the southern peninsula and into the northern 
peninsula next season. 

No real malaria threat is found around Detroit, and 
it is believed to be least serious north of the Muskegon- 
Bay City line. 

The United States Public Health Service has demon- 
strated mosquito control measures in the Battle Creek 
area in recent weeks and is expected to continue such 
activity next summer. It is unlikely that the state 
health department will ask the legislature for money 
to fight mosquitoes. 





RESORT SEASON OF 1943 
HEALTHIEST OF RECORD 

Michigan’s 1943 resort season has been the healthiest 
of record according to the state health department. 
There has been no report of illness traceable to con- 
taminated water, milk or food. Rigid inspections of 
water, milk and food supplies are routine in resort 
areas in normal times and have contributed to Michi- 
gan’s excellent reputation as a healthy vacation state. 
Inspectors’ work in previous years paid dividends this 
summer when lack of trained personnel forced some 
curtailment of inspection services. Inspections have 
been continued in areas served by full-time health de- 
partments. 





FEWER MARRIAGES 

Fewer marriages may be recorded in Michigan this 
year than in any like period since 1939, according to 
state health department figures. June marriages, this 
year, fell below five thousand for the first time since 
1938, the total having been 4,910. 

All-time high in Michigan marriages was registered 
last year, a total of 51,585. On the basis of six-month 
figures, this year, the 1943 total will drop below 40,- 
000. In the first six months, this year, 19,881 marriages 
were recorded. 

Decline in marriages this year is believed to reflect 
the steady transfer to military services of men from 
civil life. 
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——WEHENKEL SANATORIUM 
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ROMEO 











CONVALESCENT 
HOME FOR 


TUBERCULOSIS 


A MODERN, comfortable sanatorium adequately equip 
surgical treatment of tuberculosis. Sanatorium easily reached by way of Michigan 


Highway Number 53 to Corner of Gates St., Romeo, Michigan. 
For Detailed Information Regarding Rates and Admission Apply 
DR. A. M. WEHENKEL, Medical Director, City Offices, Madison 3312-3 











ped for all types of medical and 



































Ferguson -Droste-Ferguson Sanitarium 
Bp 


Ward S. Ferguson, M. D. James C. Droste, M. D. Lynn A. Ferguson, M. D. 


+ 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


DISEASES OF THE RECTUM 








Sheldon Avenue at Oakes 
GRAND RAPIDS, MICHIGAN 


+ 


Sanitarium Hotel Accommodations 
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* Woman’s Auxiliary x 





The Seventeenth Annual Meeting of the Woman’s 
Auxiliary to the Michigan State Medical Society 
was held in Detroit, September 20-22, 1943, at the 

Statler Hotel. 


Registration opened on 
Tuesday at 10:00 under 
the capable chairmanship 
of Mrs. Ledru Geib, who 
reported sixty-three dele- 
gates registered and for- 
ty-three guests. Mrs. Mil- 
ton A, Darling, Mrs. Fred- 
erick G. Buesser, and the 





Hospitality Committee, 
Mrs. J. J. Watcu, welcomed members and 
sident 
= Fr guests, 
Mrs. Elmer Whitney 


entertained the Past Presidents and Secretaries club 
at a very lovely dinner and evening of entertain- 
ment, Monday night, at her home on Shrewsburg 
Road. Sixteen members attended and Mrs. Guy L. 
Keifer was reélected president of the club. 
Forty-two County Presidents and Committee 
Chairmen attended the Pre-convention Board Meet- 
ing and luncheon held in the Salle-Detroit Room of 
the Statler Hotel. The National President, Mrs. 
Eben J. Carey, was present and spoke informally. 
The Wayne County Auxiliary were hostesses at a 
Tea honoring the National President, held at the 
Wayne County Medical Building. Mrs. William L. 
Sherman and Mrs. William <A. Irwin 
chairmen of the very lovely Tea. 


Mrs. John J. Walch and Mrs. Roger V. Walker 
entertained in honor of the State President, Mrs. 
Gordon Willoughby, at the latter’s home on Iro- 
quois Avenue, which was also well attended and 
most enjoyable. 


were co- 


The Annual Banquet was held Tuesday evening 
in the Michigan Room, which was beautifully ar- 
ranged with red glads and flags of the Allied Na- 
tions. After the singing of the National Anthem, 
Mrs. Willoughby introduced the Past Presidents 
and Guests. H. H. Cummings, M.D., President of the 
MSMS, addressed the gathering, stressing the need 
of unity in this time of distress. F. E. Reeder, M.D., 
chairman of the Advisory Council, also gave an 
inspiring talk on the work to be done by the mem- 
bers and the need of every doctor’s wife acquaint- 
ing herself with the legislative bills pending and 
be able to speak intelligently with lay groups re- 
garding these bills. 

Mrs. Eben J. Carey, the National President, spoke 
of the development and growth of the organization 
of the Auxiliary and explained the Nurses Cadet 
Corps project which National endorses as a project 
for immediate work. After dinner a bridge party 
was enjoyed in the English Room. The very cap- 
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able chairman of the evening was Mrs. Leo Barte- 
meir. 


The Convention was formally opened Wednesday 
at 9:00 o’clock in the English Room by Mrs. Gordon 
L. Willoughby, State President. The Pledge of A\l- 
legiance was conducted by Mrs. G. M. Brown of 
Bay City. Wyman D. Barrett, M.D., President of 
Wayne County Medical Society, welcomed the auxi- 
liary to Detroit on behalf of the Medical Society. 
Mrs. T. Grover Amos, President of Wayne County 
Auxiliary, also welcomed the members. Mrs. H. L. 
French, in behalf of the Auxiliary, gave the re- 
sponse. 

The “In Memoriam” service was given by Mrs. 
Alvin Thompson, of Genesee County. 

Mrs. Willoughby in her president’s message 
praised the counties for carrying on their activities 
and keeping their membership active, for participat- 
ing in every phase of war service work, stressing 
the continuance of all worth-while projects and plans 
for the future. 

Twenty-two County Presidents gave reports of 
active and inspiring work in Medical and Civic proj- 
ects. Some told of difficulties developing from the 
fact so many members had left to accompany their 
husbands serving in the armed forces and their 
determined effort to surmount them. 


Officers were elected as follows: 


Mrs. John J. Walch, President. 

Mrs. H. L. French, President-elect. 

Mrs. L. C. Harvie, Vice President. 

Mrs. R. H. Alter, Treasurer. ° 

Mrs. Otto Hult, Secretary. 

Mrs. R. H. Frasier, Director of Student Loan 
Fund. 

Mrs. Guy L. Keifer conducted the installation. 


Mrs. John J. Walch gave her inaugural address, 
urging the continuance of War Service Projects, 
Registration of Nurses, Study of Child Delinquen- 
cy, and the need of our Auxiliary taking as a new 
project the Nurses Cadet Recruiting which is so 
vitally needed at this time, and keeping informed 
on all Medical Legislation. 


The efficiency with which the meeting was car- 
ried on was greatly aided by Mrs. Norman O. 
LaMarche and her very helpful pages. The meeting 
was adjourned at eleven-thirty. 


At 12:30 o’clock the Annual Luncheon was held 
in the Palm Room of the Book-Cadillac Hotel, Mrs 
A. O. Brown presiding with Mrs. John M. Carter, as 
chairman. The National Anthem was led by Mrs 
H. K. Snider, accompanied by Mrs. Roland Athay. 
Mrs. Willoughby presented a Medical Kit to Lt. 
Wm. FE. Tracy for use in the Submarine Chaser P. 
C. 1139. The kit was presented in behalf of the 
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WOMAN’S AUXILIARY 


Medical and Surgical Relief Committee of Amer- 
ica. Lt. Tracy thanked the Auxiliary, for the crew. 
The meeting was then turned over to Mrs. Galen 
Ohmart, State Program Chairman, who introduced 
Miss Emily Sargent, Chairman of the Michigan 
Nursing Council for War Service, who spoke on 
Nurses’ Recruiting, urging that every member learn 
the needs and resources of the Nursing Council and 
interpret them to physician and friends. Miss Grace 
Ross also spoke on Nurses’ Education. 


The Post-Convention Board Meeting was held in 
the Palm Room after the luncheon. Mrs. John J. 
Walch, the new president, presided. State Chairmen 
and County Presidents for 1943-44 discussed the 
work for the coming year. 


A very interesting exhibit showing the results of 
the Tuberculosis Radio Contest, together with the 
Press Books for the year, were on display in the 
Salle Room, Tuesday. 

Appreciation is expressed to the President and 
members of the Michigan State Medical Society 
for inviting Auxiliary members to “Presidents’ 
Night” which was an inspiring occasion. 


Members are deeply indebted to the Auxiliary 
President, the Convention ‘Chairman, assisted by her 
very efficient committee, for this successful conven- 
tion, from which they have derived much benefit 
and greater interest in going ahead with the very 
important Auxiliary work. 





THE WELFARE STATE 


Do You Want It in America? 


The totalitarian state starts out as a Welfare outfit. 
It promises the more abundant life. It undertakes to re- 
lieve distress. It promises schools, work, health clinics, 
doctors, dentists; insurance against sickness, childbirth, 
divorce, mean husbands, deserting fathers, selfish moth- 
ers, ungrateful children, accidents, laziness, drunken- 
ness; as well as pensions in old age and a free funeral. 

It “insures” the individual against every enemy ex- 
cept the State itself. 

It does this with beautiful words more beguiling 
than any blue sky salesmen ever used. It tells the 
shiftless that they have been exploited. It is the 
iriend of the poor man. It promises “something for 
nothing,” that men may reap where others have sown. 

calls compulsory insurance “social security,” and 
lolls up political power as “social welfare.” 

Thus it makes the individual dependent upon the 
State from the cradle to the grave, and thus it obtains 
mtrol over his life and vote. 

This social welfare business on the grand scale started 
vith Bismarck in Germany. His state insurance system 
f fifty years ago laid the foundation of the modern 
velfare State, the kow-towing to authority, the loss of 
ndependence, the “Ja” elections, and Hitler. 


S. B. PEtTENGILL 
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STILL THE SAME OLD 
JOHNNIE WALKER 


BORN 1820... 
still going strong 





Unchanging quality has made 
Johnnie Walker a well-known 
character all over America. 


Due to British war restrictions, 
gold foil has been elim- 
inated and other slight 
changes have been 
made on the outside of 
the familiar Johnnie 
Walker bottle—but in- 
side good old Johnnie 
Walker whisky re- 
mains unchanged. 












OHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


CANADA DRY GINGER ALE, INC. 
New York, N.Y. °* Sole Importer 
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+ COUNTY AND PERSONAL ACTIVITIES 





“Prosperity in this country begins with the indi- 
vidual”—Willard H. Dow, Midland. 


* * * 


The Military Roster of MSMS members in the 
Army, Navy and Marines will be published in the 
January, 1944, number of the MSMS Journat. 

es 9 

The Proceedings of the MSMS House of Dele- 
gates, Session of September 20-21, 1943, will be pub- 
lished in the December number of the MSMS Journat. 


x* * * 


Carey P. McCord, M.D., and J. D. Goodell, De- 
troit, are authors of a special article entitled “The 
Abatement of Noise,” which appeared in the JAMA 
of October 23. 


x *k * 

Ciba Pharmaceutical Products have placed the 
equivalent of five pages of advertising in this number 
of the MSMS Journat. Ciba also placed a similar 
amount of advertising in the October, 1943, JouRNAL. 

e - 

M. K. Newman, M.D., Detroit, is the author of 

an original article entitled “Present Status of Ther- 














DeNIKE SANITARIUM, Inc. 


Established 1893 


ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 


{ PLaza 1777-1778 
CAdillac 2670 


626 E. Grand Blvd., Detroit 


A, James DeNike, M.D., Medical Superintendent 
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apeutic Hypothermia” which appeared in the Archive; 
of Physical Therapy, July, 1943. 


* * * 


Auto anti-freeze. As of October 1, 1943, all re- 
strictions on the sale of permanent type anti-freeze were 
lifted by the War Production Board. There are no 
WPB restrictions as to its purchase, if available in 
your vicinity. 

*x* * * 

John W. Hirshfield, M.D., Matthew A. Pilling, 
M.D., and Mark E. Maun, M.D., Detroit, are the 
authors of an original article entitled “The Use oj 
Bio-Dyne Ointment for Burns,” which appeared in 
JAMA of October 23. 


x x * 


Found at the 1943 War Conference: OWE 
BLACK LEATHER NOTE BOOK containing var- 
ious notes of a medical nature, but with no identifi- 
cation. Owner may obtain same by writing the 
Executive Office, 2020 Olds Tower, Lansing 8, 
Michigan. 

* * * 


Claude R. Keyport, M.D., Grayling, President of 
the MSMS, J. Earl McIntyre, M.D., Lansing, Secretary 
of the State Board of Registration in Medicine; 
Francis J. O’Donnell, M.D., Alpena; R. R. Goldstone, 
M.D., Detroit, and D. C. Eisele, M.D., Ironwood, have 
been appointed by Governor Harry F. Kelly to the 
Michigan State Board of Registration in Medicine, ef- 
fective October 26, 1943. Congratulations! 

*x* * * . 


Income taxes: If you contemplate any financial 
transactions—buying or selling—it is recommended 
that you do it before December 15, 1943 (instead 
of before December 31, 1943) so as not to be penal- 
ized by any under-estimating of your tax. The last 
fifteen days of December might throw your tax 
estimates out of balance—beyond the 20 per cent 
differential allowed—and thus cause you to be penal- 
ized. 

* * * 


Certificate of Medical Need Required 

In all cases hospitalized under the Michigan Crippled 
Children Commission, a physician’s certificate showing 
medical or surgical need is -required. Physicians with 
their knowledge of the costs of medical care and the 
family circumstances are in an excellent position t 
judge whether or not the family is able to provide 
treatment from its own resources. For those unabl 
to provide this treatment the physician should fill out 
the physician’s certificate so that the child may receive 
care under the Michigan Crippled Children Commissior 

In effect, it is left to the discretion of the physician 
to decide what type of medical service the child shou!’ 
receive. 
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Ross U. Adams of Kalamazoo was born June 2, 
1883, in Marcellus and was graduated from the 
Detroit College of Medicine in 1907. He began the 
practice of medicine in Kalamazoo. During World 
War I he served as a captain in Base Hospital 
No. 36. After the War, Doctor Adams resumed his 
practice in Kalamazoo, where he remained until the 
time of his death, September 30, 1943. 


William H. Barnum of Fremont was born Febru- 
ary 3, 1873, in Newaygo County near Bailey, and 
was graduated from the Saginaw Valley Medical 
School in 1902. That year he came to Newaygo, 
where he practiced until he retired ten years ago. 
He served as secretary of the Newaygo County 
Medical Society for thirty-five years, was past presi- 
dent of the Fremont Chamber of Commerce and 
was active in many civic organizations. Doctor Bar- 
num died suddenly on September 4, 1943. 


Gabriel D. Bos of Holland was born January 31, 
1888, at Noordeloos and was graduated from the 
Detroit College of Medicine in 1887. He practiced 
a year in Detroit before going to Fennville in 1921, 
where he continued his practice five years. In 1928 
he located in Holland, Michigan, and practiced until 
the time of his death August 14, 1943. 


George C. Chene of Detroit was born in Detroit 
in 1882 and was graduated from the Detroit College 
of Medicine and Surgery in 1905. After his intern- 
ship at St. Mary’s Hospital he specialized in roent- 
genology, and thereafter limited his practice to 
radiology. He established the first x-ray laboratories 
in St. Mary’s and Providence hospitals, Detroit, and 
at the Hotel Dieu in Windsor, Ontario. For many 
years he was a faculty member of the Detroit Col- 
lege of Medicine and Surgery and a staff member 
of St. Mary’s, Receiving, Eloise and Providence 
hospitals, either as attending or consulting radiol- 
ogist. Doctor Chene died after a long illness, Au- 
gust 31, 1943. 


L. E. Cochran of Peck was born in 1867 and was 
graduated from Western Reserve University School 
of Medicine in 1891. Five months after his gradua- 
tion, he located in Peck where he contributed fifty- 
one years of continuous service to that community. 
“or many years he served on the school board and 
as Elk township health officer. Doctor Cochran 
died September 2, 1943. 


Gaylord H. Healy of Bay City was born in Minden 
City on January 29, 1877, and was graduated from 
the Detroit ‘College of Medicine in 1897. Doctor 
Healy practiced with his father in Minden City 
‘everal years before locating in Detroit where he 
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and other drugs, diagnostic solutions and testing 
equipment required by the Armed Forces, for de- 
veloping and producing Sterile Shaker Packages of 
Crystalline Sulfanilamide especially designed to 
meet military needs, and for completing deliveries 
ahead of contract schedule—these are the reasons 
for the Army-Navy “E” Award to our organization. 


‘The effectiveness of Mercurochrome has been dem- 
onstrated by more than twenty years of extensive 
clinical use. 

For the convenience of physicians Mercurochrome 
is supplied in four forms—Aqueous Solution for the 
treatment of wounds, Surgical Solution for preopera- 
tive skin disinfection, Tablets and Powder from 
which solutions of any desired concentration may 
readily be prepared. : 

Mercurochrome (H. W. & D Brand of dibrom-oxy- 
mercuri-fluorescein-sodium) is economical because 
stock solutions may be dispensed quickly and at low 
cost by the physician or in the dispensary. Stock 
solutions keep indefinitely. Literature furnished to 
physicians on request. 
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ASTHMA 











WHAT YOU CAN DO FOR STUBBORN CASES... 





Asthma is generally traceable to some allergenic 
excitant present in the patient’s diet or environment. 
Hence, determination of the causative factors is a 
prime requisite for elimination of or desensitization 
to the specific offenders. 


Barry Allergy Diagnostic Sets offer an efficient, 
time-saving plus economical way to determine the 
specific offenders. The technic is simple and highly 
accurate, and a complete series of tests may be run 
off in a few minutes. 


Once the causative factors are determined, the pa- 
tient is instructed to avoid the substances to which 
he is sensitive. Where this is not feasible or where 
the patient will not codperate fully, desensitization 
to the excitants is in order. 


Effective desensitization must be based upon the 
patient’s own specific sensitiveness. The Barry Al- 
lergy Service offers a unique pre- 
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scription type treatment, “‘tailor- 
made” to the patient’s individual FREE...A 
requisites. The cost of these individ- supply of 
ualized treatments is remarkably low cards to 
—generally less than that of ordinary record brief 
stock preparations. _ history and 
Try the Barry methods based upon — 
more than a decade of specialized ex- —_ _ 
perience in the field of allergy. a oe y been 
Write for complete details and a free “Story 
supply of case history report cards on ed 
or just send in your patient’s skin inf etaile 
test reaction and history today. Send information. 
for Special Service Bulletins M-11. 
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q_ Al worth while laboratory exam- 
inations; including— 














Tissue Diagnosis 
The Wassermann and Kahn Tests 
Blood Chemistry 








Bacteriology and Clinical Pathology 





Basal Metabolism 














Aschheim-Zondek Pregnancy Test 











Intravenous Therapy with rest rooms for 
Patients. 
















Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
Saginaw 
Phone, Dial 2-3893 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M. A. 



















































remained ten years. He then joined the stat’ oj 
Jones Clinic of Bay City, with whom he had jeep 
associated for fourteen vears, Doctor Healy died 
September 23, 1943. 


Anton F. Ottrock of Detroit was born Deceniber 
3, 1906, in Otrok, Jugoslavia. He was graduated 
from Wayne University College of Medicine in 1932. 
For one year after graduation he interned at St. 
Joseph’s Mercy Hospital, Detroit. He was an active 
member of the staff of St. Joseph’s Mercy Hospital 
and St. Francis Hospital, Hamtramck. Doctor Ott- 
rock and his wife were killed in an automobile ac- 
cident September 11, 1943. 


John Randolph Rogers of Grand Rapids was born 
October 19, 1868, in Rome, Italy, and was graduated 
from the University of Michigan Medical School 
in 1895. Doctor Rogers was a charter member of 
the Association for the Blind and for twenty-nine 
years had been its president. He was a past presi- 
dent of the Kent County Medical Society, head of 
the Department of Eye, Nose and Throat of Butter- 
worth Hospital for many years and a fellow of the 
American College of Surgeons. He died September 
10, 1943. 


Charles Forest Whiteshield of Trout Creek was 
born in 1863 at Sioux Falls, S. D., and was graduated 
from the Michigan College of Medicine and Surgery 
in 1906, having graduated in Dentistry from the 
same College in 1901. During the World War |, 
he served as first lieutenant in the medical corps 
of the Michigan State troops. He served as presi- 
dent of the Powers-Spalding war preparedness 
board and also a board of health officer in Powers 
from 1916 to 1922. Since 1939 he had been public 
health officer of Trout Creek, where he was phy- 
sician and surgeon for the Weidman Lumber Com- 
pany. Doctor Whiteshield died September 26, 1943. 








CLASSIFIED ADVERTISING 








FOR SALE: ONE FISHER SHORT WAVE MaA- 
CHINE, 12 METER, THREE YEARS OLD, 
cost $575.00, in perfect working order. WILL 
SELL FOR $350.00 Frank A. Ware, M.D., 3519 
Fenton Road, Flint, Michigan. 











War Taxes Boost Collections 


The new tax law permits the deduction of | 
amounts paid on old bills from the Income Tax. 
By telling debtors how to make this deduction, | 
we are getting miraculous results on accounts | 
that our clients considered uncollectible. We | 
welcome a chance to handle your bills for a | 
modest percentage of the amount recovered. 


Send card or prescription blank for details. 


National Discount & Audit Co. 


Herald Tribune Bldg. New York, N. Y. 


The leading reliable collection service. 
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DIGITALIS—NOTH 


PRESENT DAY CONCEPTS OF THE USE 
OF DIGITALIS 


(Continued from Page 902) 


preparations when intravenous therapy is decided 
upon. For this reason many cardiologists have 
used crystalline stropanthus when intravenous dig- 
italization was needed. Now, however, both cedi- 
lanid and digitaline nativelle, as well as other 
preparations, are available and one may attain the 
same accuracy and constancy of potency as with 
crystalline stropanthus. Cedilanid is given in a 
dose of 8.0 c.c. intravenously in either a single 
injection, or, in the presence of an active myo- 
cardial process, in two doses of 4.0 c.c. separated 
by an interval of two or three hours. Each cubic 
centimeter contains 0.2 mg. of cedilanid. In un- 
usual instances more than 8.0 c.c. is required for 
full digitalization, and an additional 2 or 4 c.c. 
must be given. After the full dose has been giv- 
en, an interval of twenty-four to forty-eight 
hours should be allowed before starting the main- 
tenance dosage. This is usually given by mouth 
and averages from two to four tablets daily. The 
intravenous maintenance dose is from one to 
three cubic centimeters daily. When digitaline 
nativelle is given intravenously, the dosage is 
0.42 mg. every one to two hours for three doses. 
Since speed of action and dosage of this drug are 
practically the same by either the oral or intra- 
venous route, there is no apparent advantage in 
using it intravenously unless the patient cannot 
take it by mouth. The maintenance dose of this 
preparation is from 0.1-0.2 mg. daily. 

Although the crystalline preparations are meas- 
ured by weight and their dosage established by 
clinical trial, their potency is sometimes stated in 
terms of cat units. This is as misleading as it is 
unnecessary. There is no relation between the 
clinical potency of these preparations and the 
number of cat units which they contain. The 
rules which we have all learned in regard to the 
required number of cat units of the usual prep- 
arations of Digitalis purpurea do not apply. This 
is very apparent when one considers that three 
cat units of digitaline nativelle, given either 

rally or intravenously, 5.7 cat units of cedi- 
lonid given intravenously, and 20 cat units of dig- 
\inid given orally are all full digitalizing doses. 
‘herefore, one must disregard cat units and use 
‘osages expressed in numbers of tablets, cubic 
‘centimeters, or milligrams. 
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WHEN nothing less than a high degree of 
accuracy in a clinical test or a chemical 
analysis will serve your purpose, you can 
send us your specimens with confidence. 
Pleasant, well-equipped examining rooms 
await your patients. In either the analytical 
or the clinical department of our labora- 
tory, your tests will be handled with the 
thoroughness and exactitude which is our 
undeviating routine. . . Fees are moderate. 


Urine Analysis Parasitology 
Blood Chemistry Mycology 
Hematology Phenol Coefficients 
Special Tests Bacteriology 
Basal Metabolism Poisons 


Serology Court Testimony 
Directors: Joseph A. Wolf and Dorothy E. Wolf 












Send for Fee List 


CENTRAL LABORATORIES 


Clinical and Chemical Research 


312 David Whitney Bidg. 
Telephones: Cherry 1030 


¢ Detroit, Michigan 
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Accident, Hospital, Sickness 


INSURANCE 


For ethical practitioners exclusively 
(57,000 Policies in Force) 
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For 
$5,000.00 accidental death $32.00 
$25.00 weekly indemnity, accident and sickness per year 

For 
$10,000.00 accidental death $64.00 


$50.00 weekly, indemnity, accident and sickness per year 
For 

$15,000.00 accidental death $96.00 

$75.00 weekly indemnity, accident and sickness per year 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 











41 years under the same management 


$2,418,000.00 INVESTED ASSETS 
$11,750,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


86c out of each $1.00 gross income 
used for members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
400 First National Bank Building OMAHA 2, NEBR. 
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LABORATORY APPARATUS 


Coors Porcelain 
Pyrex Glassware 
R. & B. Calibrated Ware 
Chemical Thermometers 
Hydrometers 
Sphygmomanometers 


J. J. Baker & Co., C. P. Chemicals 
Stains and Reagents 
Standard Solutions 


-BIOLOGICALS- 











Serums Vaccines 
Antitoxins Media 
Bacterins Pollens 


We are completely equipped and solicit 
your inquiry for these lines as well as for 
Pharmaceuticals, Chemicals and Supplies, 
Surgical Instruments and Dressings. 








The RUPP & BOWMAN CO, 


eae SUPERIOR ST., TOLEDO, OHIO 





For 16 years this simplified, 
single-volume office record book 
has saved precious time for busy i | 5 
doctors. It was designed by a ot fee 
practicing physician—has been 
perfected by usage—now pro- 


vides an ideal bookkeeping sys- DAILY 

tem for pay-as-you-go tax reporting. Ex- 

amine a copy for yourself, or write for fully 
explanatory literature. $6.00. 


==: 225 University Ave. —=——=— 
== COLWELL PUBLISHING CO, "Uswus re === 
923 Cherokee Road, 


THE STOKES SANITARIUM Louisville, Kentucky 


Our ALCOHOLIC treatment destroys the craving, restores the appe- 
tite and sleep, and rebuilds the physical and nervous condition of the 
patient. Liquors withdrawn gradually; no limit on the amount neces- 
sary to prevent or relieve delirium. 

MENTAL patients have every comfort that their home affords. 

The DRUG treatment is one of gradual Reduction. It relieves the 
constipation, restores the appetite and sleep; withdrawal pains are 
absent. No Hyoscine or rapid withdrawal methods used unless patient 
desires same. 

NERVOUS patients are accepted by us for observation and diagnosis 
as well as treatment. x : : 

. W. STOKES, Medical Director, Established 1904. 
Telephone—Highland 2101 
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Acknowledgment of all books received will be made in this 
column and this will be deemed by us as a full compensation 
of those sending them. A _ selection will be made for review, 
as expedient. 


KAISER WAKES THE DOCTORS. By Paul DeKruif, New 
York: Harcourt, Brace and Company, 1943. Price $2.00. 


Paul DeKruif in his inimitable manner has again 
given the world and the medical profession something 
to think about. He has dramatically pictured the plan 
for medical services developed in the Kaiser shipyards. 
That statement is not entirely true, because Dr. Sidney 
Garfield really started this thing going on his own, while 
taking care of the men in the desert, building the Los 
Angeles Aqueduct. DeKruif stresses the great break 
from medical tradition in establishing a “Little Mayo 
Clinic” for these people, but in that very breath gives 
a wrong impression. He paints a picture at some length 
of the danger of these doctors who were to work for 
the Kaiser plan having to give up their standing with 
the medical societies. That is not true, as witness the 
members and doctor employes of the Mayo Clinic to 
which he refers, and many other clinics, notably the 
Crile Clinic, the Lahey Clinic, the Battle Creek Sani- 
tarium, to come closer home. The heads of all of 
these mentioned, except the Sanitarium, have been 
presidents of the American Medical Association. 

The picture is painted of prepayment medical care 
as being new and revolutionary. The Michigan State 
Medical Society spent twenty thousand dollars on a 
four-year study, and brought in a report upon which 
just such a plan was proposed and could be set up 
in Michigan. That was in 1933. The plan was finally 
abandoned, not because it was so foreign to the ideals 
of the medical profession, but purely on the basis of the 
insurance laws that would apply. 

DeKruif does not mention the Michigan Medical 
Service plan which does very much of the service he so 
glowingly describes. His plan cares for the employed 
worker for hospitalized care at seven cents a day. It 
has been demonstrated in Michigan that that can be 
done, and that the price is probably adequate to pay 
the doctors on the traditional fee basis. Kaiser’s ad- 
vantage is that his doctors are on salary, but he has 
offered them salaries from $450 to $1,000 per month, 
which is adequate to get good doctors, corresponding 
to a private practice that will gross from $10,000 up. 

The Kaiser plan cares only for the workers. They 
are clamoring for coverage of their families, but 
that has not yet been provided. Why? “It takes time 
to set that up.” But the plan for the workers was 
set up and is working. ‘The reason is that the families 
are altogether a different thing, and will not come 


or DISPENSE PHARMACEUTICALS 
Tablets, Lozenges. Ampoules, Capsules, 
reliable potency. Our products are laboratory controlled. Write for 


Ointments, etc. Guaranteed 
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under the seven cents a day. And that seven cents 
a day is only a catch word, for it is actually fifty certs 
a week, plus the workman’s compensation, an item not 
to be ignored. In fact, that is probably the item that 
made the difference between a great success and a 
failure. Dr. Garfield himself found that out. 

The book is entertaining, full of challenging thoughts 
and should be read by every doctor. It will make you 
think. There is much to intrigue a man, and much 
hope for the future of prepayment medicine. Some- 
thing of that order is in the immediate future, and it 
should be operated under medical direction. In Michi- 
gan we have proven that a plan for prepayment medi- 
cal care can work. It is working on a greater coverage 
in numbers and services than the Kaiser plan, and ours 
has not met the complete support of our members. 
Medical men are ultraconservative but will follow when 
the truth has finally been demonstrated. This book will 
have its influence in the new awakening, for it has 
presented to the general public a hope that will be de- 
manding, and one which the profession must supply 
voluntarily or by compulsion. 





NERVOUSNESS, INDIGESTION, AND PAIN. By Walter 
C. Alvarez, M.D., Professor of Medicine, _ University of Min- 
nesota (Mayo Foundation); Consultant in the Division of 
Medicine, e Mayo Clinic, Rochester, Minnesota. New 
York and London: Paul B. Hoeber, Inc., 1943. Price $5. 00. 


Dr. Alvarez is a most delightful teacher and clinician, 
and this book is written in a personal form, taking the 
student or reader along with the doctor while he is in- 
terviewing the patient and making a diagnosis. The his- 
tory is most important, and here is told by example just 
how to secure a revealing history, one that can be the 
basis of a diagnosis. Hundreds of diseased conditions 
and causes of pain or nervousness are discussed, the 
treatment and the handling of the patient being es- 
pecially stressed. 

Dr. Alvarez’ observations while discussing the care 
of patients are an education. “In some cases I learned 
later that the reason why a supposed rest cure did not 
work was that the woman spent all her time worrying 
over what her husband was up to while she was away 
from home.” 

The chapters on telling the patient the truth, on 
constitutional inadequacy, and on treatment are es- 
pecially worth reading. The whole book is a fount of 
inspiration. 





ALLERGY. By Erich Urbach, M.D., Chief of Allergy Service, 
Jewish Hospital, Philadel hia; Associate in Dermatology, Uni- 
versity of ennsylvania chool of Medicine; Member o "Board 
of Regents, American College of Allergists; with the collabora- 
tion of Philip M. Gottlieb, M.D., Associate on Allergy Serv- 
ice, Jewish Hospital, Philadelphia; Instructor in Medicine, Uni- 
versity of Pennsylvania School of Medicine; Fellow of Ameri- 
- “ee of Allergists. New York: Grune & Stratton, 1943. 

rice 


Allergy has become a major field in the practice of 
medicine and this book, of real textbook size, is a com- 
plete coverage of the subject in so far as a developing 
specialty can be completely covered. There are 184 
pages of foundation, history, basic principles, incidence, 
chemistry, antibodies, antigens. Diagnosis of allergic 
diseases is minutely outlined, with illustrations and 
diagrams, and specific instructions as to preparations of 
materials and how to use them. 
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Cook County | 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks’ Intensive Course in Surgical 
Technique starting November 1st, 15th, and 29th, 
and every two weeks throughout the year. 


MEDICINE—Courses to be announced in January. 


FRACTURES & TRAUMATIC SURGERY—Courses 
to be announced in January. 


GYNECOLOGY—Two Weeks’ Intensive course starting 
February 7th. One-Week Personal Course in Vag- 
inal Approach to Pelvic Surgery starting November 
lst. Clinical and Diagnostic Courses. 


OBSTETRICS—Two Weeks’ Intensive Course starting 
February 21st. 


ANESTHESIA—One-Week Course in Continuous Cau- 
dal Anesthesia for Obstetrics, 


OPHTHALMOLOGY—Clinical Course. 
OTOLARYNGOLOGY-—Special and Clinical Courses. 


ROENTGENOLOGY—Courses in X-Ray Interpretation, 
Fluoroscopy, Deep X-Ray Therapy every week. 


UROLOGY—Two Weeks’ Course and One-Month 
Course available every two weeks. 


CYSTOSCOPY—tTen-Day Practical Course every two 
weeks. 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: 
Registrar, 427 S. Honore St., Chicago 12, Il. 
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CLINICAL LABORATORIES 


W. G. Gamble, Jr., M.D., Pathologist 
2010 Fifth Avenue Bay City, Michigan 
Telephone 6381-8511-6516 


Complete Medical Laboratory Analysis 
Including 


BASAL METABOLISM BACTERIOL Sy 
ELECTROCARDIOG- OOD CHEMISTRY 

RAPHY FRIEDMAN'S MODIFI- 
HEMATOLOGY CATION OF THE 
HISTOPATHOLOGY ASCHHEIM-ZONDEK 
SEROLOGY TEST 


BLOOD BANK AND BLOOD PLASMA SERVICE 











Many diseases are now being attributed to allergy 
and they are studied. This book is the most complete 
text on allergy that we have seen. All advances jn 
diagnosis and therapy are completely described. Sources 
of error and dangers are fully treated, making 


this a 
valuable reference for all and especially for those 
interested in treatment of allergy. 

In 2,300 citations from the published results of other 


authors, Dr. Urbach has amassed an inexhaustible ref- 
erence resource, fairly unsurpassed in scope. 

The Appendix furnishes a set of detailed question- 
naires for careful and thorough case records, and a 
table of concentrations for patch testing. 





THE PRINCIPLES AND PRACTICE OF INDUSTRIAL 
MEDICINE. Edited by Fred J. Wampler, M.D., Professor, 
Preventive and Industrial Medicine, Medical College of Vir- 
ginia, with 33 contributors. A William Wood Book, Balti- 
more: The Williams & Wilkins Company, 1943. Price $6.00. 


During this period of war effort, with so many of 
our industrial and traumatic surgeons in the Armed 
Forces and such tremendous increase in the industrial 
needs, practically every medical man must at times do 
industrial medicine. The calls are vastly increased and 
the doctor must have within easy reach and readily 
consulted, the very latest knowledge and practice; 
he must know what his task is, what services to render 
and how and what reports, records, et cetera, he must 
be responsible for. Surgery is omitted in this book; 
it can be found elsewhere. This is a text on industrial 
medicine, giving facts and aims and treatment of the 
recurring conditions resulting from industry. 
Women in industry have added many diseases and prob- 


many 
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FOR SPECIAL ATTENTION OF DOCTORS OVERSEAS! 





Doctor! Wile You Give 
wy daddy a message? 


ADDY doesn’t know me very well, on 
D account of he’s overseas and he hasn’t 
seen me yet. But he worries about me 
something awful. 

Why, just the other day I heard Mama 
say that he’s all upset because our fats are 
rationed, and tin for canning is so scarce. 
He’s afraid Mama may not be able to keep 
me on the food my doctor prescribed when 
he found she couldn’t nurse me. 

Tell Daddy not to worry, Doctor. @ 
The men in Washington are doing % 
everything in their power to provide 





the folks who make S-M-A (that’s my 
brand) and all the other manufacturers of 
scientific infant formulas with enough cans, 
enough special fats, and enough other in- 
gredients to give us babies our full quota 
of nutrition. 

See, Doctor? Daddy needn’t worry for a 
single minute! Our government isn’t going 
to let its babies go without foods they need 
so they can grow up to be strong and 
healthy. Just remind him, Doctor— 
that this is America! 

S.M.A. Corporation, Chicago, Ill. 
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DEXTRI-MALTOSE No. 
DEXTRI-MALTOSE No. 


BACKGROUND 


Three Decades of Clinical Experience 


HE use of cow’s milk, water and carbohydrate mixtures 
represents the one system of infant feeding that consist- 


decades, has received universal pediatric 


recognition. No carbohydrate employed in this system of 
infant feeding enjoys so rich and enduring a background 


clinical experience as Dextri-Maltose. 


1 (with 2% sodium chloride), for normal babies. 
2 (plain, salt free), permits salt modifications by the phy- 


. 3 (with 3% potassium bicarbonate), for constipated babies. 


These products are hypo-allergenic. 


DEXTRI-MALTOSE 


Please enclose professional card when requesting samples of Mead Johnson products to codperate in preventing thetr 


persons. Mead Johnson & Company, Evansville, Ind., U. S. A. 











MILWAUKEE SANITARIUM  wauwatosa, wis. 


(Chicago Office—1117 Marshall Field Annex 


__. For NERVOUS 
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Maintaining highest standards 
for more than half a century, the 
Milwaukee Sanitarium stands for 
all that is best in the care and 
treatment of nervous disorders. 
Photographs and particulars sent 
on request. 


DISORDERS 


Wednesdays 1-3 P. M.) 


. 


Lloyd H. Ziegler, M.D. 
osef A. Kindwall, M.D. 
illiam T. Kradwell, M.D. 
Merle Q. Howard, M.D. 
Carroll W. Osgood, M.D. 
Arthur J. Patek, M.D. 


G. H. Schroeder, 
Business Manager 





COLONIAL HALL— 
One of the 14 Units in “Cottage Plan.” 


~. J. W. KEMPER, MJ 
JNIVERSITY HOSPITAL, 
ANN ARBOX, MICH. 
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